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Donnatal® with Kaolin and Pectin compound 


DONNAGEL’s comprehensive antidiarrheal formulation gives 
the green light to normal activity, through its fast and dependable 
control of intestinal hypermotility. 

Each 30 cc. (1 fl. oz.) of DONNAGEL contains: 
Kaolin picatieensspeeiies Lb daveipepeueeese 6.0 Gm. Natural belladonna alkaloids: 
sobvaep 142.8 mg. hyoscyamine sulfate .......... 0.1037 mg. 
Phenobarbital CK, gr.) . .. 16.2 mg. atropine sulfate ; . 0.0194 mg. 
hyoscine hydrobromide Sank 0.0065 mg. 





also available 


DONWAGE TONIC NAOONWAGEIRRG 


DONNAGEL plus neomycin sulfate 300 mg. (as neomycin base 210 mg.) per 30 cc. DONNAGEL plus powdered opium U.S.P. 
mg. per fl. oz. (equivalent to paregoric 6 mal) 
This is the usual adult dose. 
All three forms available in bottles of 6 fl. oz. 
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to avoid 


CHO 


THE CHOLINE SALT OF THEOPHYLLINE 


the crisis 


in 

chronic bronchitis 
chronic asthma 
emphysema 


Choledyl provides uniformly effective 


bronchodilatation throughout long-term 
therapy. Taken regularly, Choledyl helps 
prevent severe flare-ups in patients with 
chronic respiratory disease (the aging in par- 
ticular) by affording continuous relief from 
debilitating bronchospasm. Gastric irrita- 
tion and other unwanted effects are rare. 


EDYL 


keeps the airways open 


Supplied: 200 mg. tablets (yellow), 
bottles of 100. Precautions: Side ef- 
fects have been minimal but may 
include CNS stimulation or, rarely, 
palpitation. Full dosage information, 
available on request, should be con- 
sulted before initiating therapy. 














MORRIS PLAINS, N.J. 
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LIFTS 
DEPRESSION 
-AS IT 
CALMS 
ANXIETY 









“I feel much better, thank you.” Your balanced Deprol therapy has lifted 


her depression and brightened up her mood—while her anxiety and tension 


have been calmed down. She sleeps better, 


eats properly, and normal drive 


and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw”’ 
effects of energizers and amphetamines. 
While energizers and amphetamines may 
stimulate the patient — they often aggra- 
vate anxiety and tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation — they often deepen depression 
and emotional fatigue. 


These ‘“‘seesaw” effects are avoided with 
Deprol. It lifts depression as it calms anx- 
iety — a balanced action that brightens up 
the mood, brings down tension, and relieves 
insomnia, anorexia and emotional fatigue. 


Acts rapidly — you see improvement in a 
few days. Unlike the delayed action of some 
other antidepressant drugs, which may 


WW WALLACE LABORATORIES / Cranbury, N. J. 


take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to the 
patient of long-term therapy can be 
avoided. 


Acts safely —no danger of liver or blood 
damage. Deprol does not cause liver tox- 
icity, anemia, hypotension or psychotic 
reactions — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually ond up to 3 tablets q.i.d. 
Composition: 1] mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, scored tablets. Write 


for literature and samples. cp-4490 
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those 
“green pills” 


EVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 


., 


proper balance: * nutritionally « metabolically « mentally 





Each dry-filled capsule contains: Ethinyl Estradiol, 
0.01 mg. * Methyl Testosterone, 2.5 mg. © d-Am- 
phetamine Sulfate, 2.5 mg. * Vitamin A (Acetate), 
5,000 U.S.P. Units * Vitamin D, 500 U.S.P. Units 
¢ Vitamin Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit * Thiamine 
Mononitrate (Bi), 5 mg. * Riboflavin (Bz), 5 mg. 
¢ Niacinamide, 15 mg. ¢ Pyridoxine HCl (Be), 0.5 
mg. * Calcium Pantothenate, 5 mg. * Choline Bitar- 
trate, 25 mg. * Inositol, 25 mg. * Ascorbic Acid (C) 


as Calcium Ascorbate, 50 mg. * l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Tocopheryl Acid 
Succinate), 10 Int. Units * Rutin, 12.5 mg. ¢ Fer- 
rous Fumarate (Elemental iron, 10 mg.), 30.4 mg. 
¢ Iodine (as KI), 0.1 mg. ¢ Calcium (as CaHPOs), 
85 mg. * Phosphorus (as CaHPO,), 27 mg. * Fluorine 
(as CaFe), 0.1 mg. * Copper (as CuO), 1 mg. * 
Potassium (as KeSO.), 5 mg. * Manganese (as 
MnOzg), 1 mg. * Zine (as ZnO), 0.5 mg. * Magne- 
sium (MgO), 1 mg. Supply: Bottles of 100 and 1,000. 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qgp 


























18th Annual Meeting 


American 
Geriatrics 
Society 


Waldorf-Astoria Hotel 
New York, New York 


Cy Thursday and Friday, June 22 and 23, 1961 


Medical Scientific Sessions 


Cy Saturday morning, June 24, 1961 


Presentations for Lay Membership 


ALL DOCTORS and interested LAY PERSONS 
are invited to attend this meeting. Registration 


is without charge. 


Secure room reservations 
directly from 


MR. A. PASTORE »+ WALDORF-ASTORIA HOTEL 
NEW YORK 22, NEW YORK 


















































Alpha-Keri makes dry skin feel soft and smooth immediately . . . soothes the skin 
and stops itching. Alpha-Keri deposits a microfine, lubricant-moisturizing 
oil film over the entire skin area... hydrating the keratin and preventing 
it from drying out. It is particularly effective in replacing the action of 
skin lipids lost by the dehydrating effects of soap, water and weather. 
Alpha-Keri may be added to the bath or sponged on the wet skin while 


showering. 





Alpha-Keri is the first and only completely water-dispersible, antipruritic oil com- 
bining mineral oil and a keratin moisturizer. Contains Kerohydric® (brand 
of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin), mineral 
oil and a special nonionic emulsifier. Alpha-Keri disperses immediately and 
completely in water. Available in bottles of 8 fl. oz. 


Alpha eri’ 


water-dispersible, 


antipruritic oil 
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more effective, 
more pleasant 


way to treat 





the bath a = a.\ : 
or shower PY Ary...itchy skin 











Write for samples and literature. 


WESTWOOD PHARMACEUTICALS 
BUFFALO 13, NEW YORK 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 





Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 





or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. ‘Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 


Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. Fk two tablets two hours after breakfast and at bedtime. 

Caroid®’& Bile Salts Tablets -cizestant-choleretic-laxative. 
American Ferment Division, Breon Laboratories, Inc., New York 18, New York 














from mental confusion to 
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the right frame of mind 





continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respirat and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory 


Neither a tranquilizer nor a psychic ene 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


_ 1, Curran, T. R., and Phelps, D. K Am. Pract. & I 
A.M.A, 153: . Connolly, R.: W. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 


coLumBuUSs 
y Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 


debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic ps 

Contraindicat 

recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 

Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 


See PHILIPS ROXANE 

“Dutch Garden” Exhibit 

at A.M.A. 110th Annual Meeting 
New York City, June 25—30 











sieomnaicagiaiin sacar th: SRT Pe 


ee i 
i es 


| © 
6 | & 
é 


Parkinsonism... 


rapid 
easy motion ® 


ARTANE helps restore a significant degree of function to the Parkinsonism 
patient. It also improves akinesia, offsets mental depression and controls ocu- 
logyria. ARTANE has remarkably low toxicity and is well suited for the greatest 


number of patients. It is highly effective 
in all types of Parkinsonism, and in con- 
trolling Parkinsonoid reactions to atar- 
actic therapy. Supplied: Tablets, 2 mg. 


and 5 mg.; Blixizr, 2 mg./5 co. top, Trihexyphenidy! HCI Lederle 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle Representative or write to Medical Advisory Department. 


2=D LEDERLE LABORATORIES « A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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CREMES + LOTIONS (pH 4.6) 


Cort-Dome cremes and lotions are the most widely prescribed of all the steroid 
topicals because they offer these outstanding advantages: 

—restores and maintains the skin’s normal protective acidity and potenti- 
ates steroid activity for more prompt and predictable response at lower concen- 
trations; —reduces hydrocortisone particle 
size to microscopic dimensions for maximum dispersion to assure therapeutic 
efficiency and enhanced selectivity in dosage; 

%4% strength for mild conditions and maintenance therapy; 42%, 1% and 2% 
strengths for more severe conditions as required; 

—made possible by the increased effectiveness of lower hydrocortisone 
concentrations. For example, clinical experience establishes that %% Cort-Dome 
is as effective as much higher concentrations of hydrocortisone alcohol dispersed 
in solid, non-evaporating vehicles in a wide variety of dermatologic disorders. 


adlis. 


= yy DOME CHEMICALS INC., New York 23, New York 


World Leader in Dermatologicals 01061 
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& Staphylococcus resistance to 
Vancocin has not been 
a clinical problem 


an important solution 
in the management 
of resistant 
staphylococcus infections 


VANCOCIN 


(vancomycin, Lilly) 


Vancocin is bactericidal in readily 
achieved serum concentrations. 
Vancocin is effective against anti- 
biotic-resistant gram-positive patho- 
gens. Cross-resistance does not occur. 
Vancocin averts the development of 
antibiotic-resistant organisms. 
Supplied: 

Only as Vancocin, I.V., 500 mg., in 10- 
cc. rubber-stoppered ampoules. Before 
administration, the physician should con- 
sult essential information contained in the 
pac kage. 
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“For centuries. the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.” 


Kidney impairment, with varying degrees of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.’’? 












Tophus in the calyx, surrounded by fibrinoid The mid- and outer portion of the pyramid with 
exudate and detached mucosal epithelium.* typical uricacid crystals in the collecting system.° 
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Rheumatoid Arthritis ... continuous discomfort and 
progressive disability. 
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AIDS TO DIAGNOSIS 
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Degenerative Arthritis ... continuous discomfort. 


tet Se i ti “If a family history of gout is 




















Gout.. 


. acutely painful attacks followed by periods of remission. this information is significant.’ 


obtained, even though it is one 
or two generations removed, 














“All patients 

“The metatarso- complaining of Colchicine test: “Colchicine 
phalangeal joint non-traumatic should be administered as 

of a great toe is musculoskeletal early as possible after the 
affected early or discomfort onset of articular distress, 1 
repeatedly in should have at mg....every 2 hours until the 
some cases, least one serum onset of gastro-intestinal dis- 
rarely or never uric acid deter- tress. From 5 to 8 mg. usually 
in others.” ¢ mination.” § are required.” ° Pain relief is 

highly indicative of gout. 




















THE “INSULIN OF GOUT”? 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for long-term administration.” ® 


BENEMI 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. 








A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


“.,.the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.” 





ColIBENEMID 


COLCHICINE WITH BENEMID 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.: J. Kentucky M.A, 58:707, June, 1960. 2. Wyngaarden, _ my peri & Rheumatism 1:191, June, 1958. 3. Tal- 
bott, J. H. and Terplan, K. L.: Medicine 39:405, Dec., 1960. 4. Talbott, : Gout, New York, Grune & Stratton, 1957, p. 123. 
5. Kuzell, W. C., et ah = Chron. Dis. 2:645, Nov., 1955. 6. Hench, P. ‘7 ‘cout rae fin arthritis, in Cecil, R. L.: A textbook of 
medicine, ed. 10, Phi W. B. Saunder: $ Co., 1959. 7. Bartels, t; C., and Kepkay, P. H.: Bull. Vancouver M.A. 29: 306, April, 
1953. 8. oland, & ae * World Wide Abstracts ‘of Gen. Med. 3:16, Jan., 1960. 9. Talbott, J. H.: Current Med. Dig. 26:57, Nov., 1959. 


Before an or administering BENEMID or ColBENEMID, ‘the physician should con- 
sult the detailed information on use accompanying. the package or available on request. 


Qo) MERCK SHARP & DOHME, DiviSiON OF MERCK & CO., Inc., WEST POINT, PA. 


BENEMID AND COLBENEMID ARE TRADEMARKS OF MERCK AND CO., INC, 








































When Professional Advice is 


“REDUCE WEIGHT” 





help 
maintain 
normal 


nutrition ‘ 


MEAT 


HIGH QUALITY PROTEINS 


There is nothing more satisfying to calorie 
watchers than tasty lean meat. 















AMERICAN | MEAT | INSTITUTE 








MAIN OFFICE, CHICAGO MEMBERS THROUGHOUT THE NATION 
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Brand of Polyestradiol phosphate 


ACTS AS A SYNTHETIC GLAND 
SECRETING NATURAL ESTROGEN 


Most of the injected dose is rapidly cleared from 
the blood stream (no depot effect at site of injec- 
tion). Passive storage of ‘‘Estradurin”’ is prima- 
rily in the reticuloendothelial system where it is 
gradually released into the circulation. 


Dosage: Intramuscular injection of 40 to 80 mg. every two to four 
weeks or less frequently, depending on response. Dosage is ad- 
justed as indicated by careful observation of the patient (see pack- 
age insert for full product information). Caution: ‘“Estradurin’” is 
not recommended for use in females in the treatment of estrogen 
deficiency states. Supplied: No. 451—Each “Estradurin” package 
provides: (1) One “‘Secule’’® containing 40 mg. polyestradiol phos- 
phate, 0.02 mg. phenyl mercuric nitrate, and 9.76 mg. sodium 
phosphate. As a solubilizing agent for the active ingredient 25 mg. 
nicotinamide is also present. The pH is adjusted with sodium 
hydroxide. (2) One 2 cc. ampul of sterile diluent. 


AYERST LABORATORIES New York 16, N. Y. * Montreal, Canada 


‘ESTRADURING 




















» SPECIFICALLY RECOM- 
| MENDED IN PROSTATIC 
| CARCINOMA 


e simulates physiologic secre- 
tion of hormone by providing 
continuous estrogen activity for 
prolonged periods 


e permits better patient control 
by insuring continuous avail- 
ability of medication within a 
given period 

¢ effectiveness clinically con- 
firmed and low order of toxicity 
reported...no side effects except 
for the usual pharmacologic 
effects to be expected when 
estrogen is used in the male, 
i.e., loss of libido, gynecomastia, 
and nipple tenderness 6120 
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Help 


protect 
the 
precarious 


Many older patients who complain 
of dizziness may be helped with 
Dramamine®. When permanent re- 
lief is not possible, Dramamine can 
continue to help your elderly pa- 
tients lead a more normal life. 
Dramamine is free of serious side 
effects, easy-to-take and frequently 
effective against acute or chronic 
dizziness with a vestibular compo- 
nent. Freedom from dizziness can 
give your elderly patients the confi- 
dence they need to keep active, 
“doing” for themselves without fear 
of falling or embarrassment. 
Dosage: one 50-mg. tablet t.i.d. 


Dramamine® 


Brand of dimenhydrinate 
For dizziness / vertigo in older patients 


Research in the Service of Medicine 
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TO FUTURE ISSUES 


ag Many of the problems associated with 
aging result from misconceptions of the na- 
ture of aging which are held by The Family 
Physician, the Community, and the Aged, 
writes William F. Sheely, chief of the Gen- 
eral Practitioner Education Project, Ameri- 
can Psychiatric Association. Since a given 
old person may need comprehensive medical 
diagnosis and treatment, domiciliary nurs- 
ing care, and socioeconomic assistance, it 
seems appropriate for complexes of hospital, 
nursing home, and community social agency 
to be established to provide this interde- 
pendent management pattern. To man this 
treatment complex and to assure the creation 
of more rational public attitudes toward the 
elderly person with emotional and mental 
disorders, physicians need postgraduate geri- 
atric education emphasizing the psychiatric 
aspects of aging. 


& Atherosclerosis is a multifaceted disease 
in which altered cholesterol-lipid-lipoprotein 


metabolism plays an important role, say 
Wilbur Oaks, Philip Lisan, and John H. Moy- 
er of the Department of Internal Medicine, 
Hahnemann Medical College, writing on 
Management of the Patient with Hypercho- 
lesterolemia. In the evaluation of any hyper- 
cholesterolemic drug, it is necessary to ob- 
tain a follow-up of at least five years in order 
to determine whether the recurrence rate of 
myocardial infarction has been statistically 
reduced. 
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Bj Present stereotypes of the aged are inac- 
curate, according to James W. Wiggins and 
Helmut Schoeck of the Emory University De- 
partment of Sociology, Atlanta, in their arti- 
cle, A Profile of the Aging: U.S.A. This study 
shows that the aging, like others in our pop- 
ulation, are not characteristically dependent, 
inadequate, ill, or senile. The typical per- 
son over 65 reports his health as good or 
fair, is in as good or better financial con- 
dition than before retirement, has substan- 
tial assets, has frequent contact with his 
children, has a religious affiliation, and stren- 
uously maintains his independence. This 
new concept of the aged has implications for 
research and for policy decisions. 


BM The incidence of Vascular Diseases of the 
Leg in the Aged is higher than in younger 
patients because atherosclerosis, malignant 
neoplasia, and other degenerative diseases 
of the arteries become more common with 
advancing age, write Philip J. Osmundson 
and John L. Juergens of the Section of Medi- 
cine at the Mayo Clinic. The symptoms and 
signs of these conditions do not differ sig- 
nificantly in the two age groups, but the 
complications and prognostic implications 
may alter the therapeutic approach to the 
problem. For example, prolonged rest in 
bed, often desirable in this condition, may 
cause further physical and mental deteriora- 
tion in the senescent patient so that ju- 
dicious ambulation may be wise. 
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If postcoronary management is 
of special interest to you, 
consider the demonstrated value 
of sublingual heparin. . . 


“In a controlled clinical study of 260 postcoronary © 
patients, one-half were given sublingual heparin and 
one-half received conventional treatment. During 
the period of observation, averaging more than 2 
years per patient, there were 12 recurrent infarctions 
in the heparin-treated group and 38 in the control 


group. This difference is statistically significant.” 
Fuller, H. L.: Angiology 11:200 (June) 1960. 





Simple and safe for long-term therapy, Clarin* (sublingual heparin) effectively con- 
trols the prolonged postprandial lipemia associated with atherosclerosis by facilitating 
the normal physiologic breakdown of fats. Unlike parenteral heparin, the use of Clarin 
requires no clotting-time or prothrombin determinations. The antilipemic activity of 
each manufactured lot of tablets is confirmed by sublingual control tests in animals. 








Indication: For the management of hyperlipemia 
associated with atherosclerosis, especially in the 
postcoronary patient. Dosage: After each meal, 
hold one tablet under the tongue until dissolved. 
Supplied: Bottles of 50 pink, sublingual tablets, ie 

each containing 1500 I.U. heparin potassium. ali n 
An informative booklet, “Hyperlipemia, Heparin 

and Management of the Postcoronary Patient,” (sublingual heparin potassium, Leeming) 


is available from Thos. Leeming & Co., Inc., 
155 East 44th St., New York 17, N. Y. i 


*Registered trade mark. Patent applied for. 




















This arthritic patient felt = -. 
much better on Dianabol ~ - 


Mrs. K. S., 73, complained of severe pain in lower back. Diagnosis: osteo- 
Talal elit Mme Lare Mees} (-1o) ole) cel-) [Mmm] (lee) (ol-M-lale Me-lal-1(e(-1-](emmel- NU -Mme)al \Mmuivele(-Te-1( 
MUTI CTE Te ltEcLMUT-Vle lal @el-t-Merelalilale(-ve mm Olt-lar-lele) Mm LOM ule MAer-\ Ami t-1a cle Mm LUTTE 
a week symptomatic improvement had begun.” Patient gained strength, 
agility, and sense of well-being. Photograph used with patient's permission. 
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Why arthritic patients 


feel much better on Dianabol 


1. In arthritis, 
Dianabol improves general 
physical condition 


Arthritis, like other chronic illnesses, plunges 
the body into a catabolic state. Protein stores 
are depleted; appetite wanes; weight drops; 
strength and vigor decline. By aiding the dep- 
osition, synthesis and utilization of protein, 
and by conserving calcium, Dianabol pro- 
motes lean weight gain, increases strength and 
vitality, and strengthens bone structure in pa- 
tients with a wide range of chronic diseases. 
Recent studies show that adjunctive use of 
Dianabol may be particularly valuable in pa- 
tients with arthritis to improve over-all clini- 
cal status. Kuzell and Naugler,! for example, 
report that arthritic patients on Dianabol 
“generally have experienced an increase in 
appetite, weight, strength and endurance.” 
Kuzell and Naugler note further: “Unlike 
some other testosterone derivatives, the use 
of this compound [Dianabol] is not followed 
by virilizing phenomena. Fluid retention has 
been no problem.” 


2. In arthritis, 
Dianabol helps restore 
a sense of well-being 


Plagued by pain and reduced mobility, ar- 
thritics often lose hope and become depressed. 
The marked improvement in general health 
usually associated with therapy with Dianabol 
may have a favorable effect in these patients, 
as it has in so many chronically ill individuals. 
As physical status improves, hope is revived 
and a sense of well-being restored. Comment- 
ing on the use of Dianabol in a group of debil- 
itated, cachectic patients, Gingrich? states: 
“The majority of patients experienced in- 
crease in appetite and a feeling of well-being.” 
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3. In arthritis, 

Dianabol augments the 
beneficial effects of 
salicylates, corticosteroids, etc. 


Several investigators! have observed im- 
proved therapeutic response after the addition 
of Dianabol to antiarthritis regimens. Kuzell 
and Naugler' state: “In generalized osteo- 
arthritis, symptoms have been less bother- 
some, and in ankylosing spondylitis gain in 
weight and strength has followed the use of 
Dianabol.” Clark,? reporting on 12 hospi- 
talized patients with rheumatoid arthritis be- 
ing given moderate to large doses of 
corticosteroids with evidence of steroid intox- 
ication, noted that the addition of Dianabol 
promptly decreased joint symptoms but in- 
creased steroid intoxication. However, with 
Dianabol it was possible to reduce corticoster- 
oid dosage considerably, while maintaining 
and even furthering clinical improvement. In 
15 ambulatory patients on small maintenance 
doses of corticosteroids, the addition of 
Dianabol resulted in further clinical improve- 
ment which was continued even when corti- 
costeroid dosage was reduced in some cases.>4 


4. In arthritis, 
Dianabol counteracts 
the catabolic effects 
of corticosteroids 


Prolonged use of corticosteroids may result in 
excessive breakdown of protein in all tissues, 
including bone,> as well as undue phosphorus 
and calcium loss.® If protein destruction is 
allowed to go unchecked, it may lead to oste- 
oporosis—a condition that has occurred with 
increasing frequency in patients receiving cor- 
ticosteroids for extended periods.’ 

Tillis> asserts that it is “imperative” to restore 
the protein bone matrix in such patients 
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through the use of an anabolic agent. He stud- 
ied the specific anabolic benefits of Dianabol 
in 50 patients with osteoporosis (34 postmen- 
opausal and 16 corticosteroid-induced), most 
of whom also had rheumatoid arthritis. 
Dianabol relieved bone pain, increased 
strength and vigor, and induced a sense of 
well-being in 41 (82 per cent) of these pa- 
tients. Edema, observed in 8 patients, was 
cleared in 4 by reduction of dosage; the re- 
maining 4 responded promptly to hydrochlor- 
othiazide. Gastric distress was noted in 2 
patients, slight hoarseness in 1 woman, and 
facial acne in 1 woman. Other investigators®. 
have shown that addition of Dianabol to the 
regimens of patients receiving corticosteroids 
improved nitrogen and potassium metabolism 
and reduced phosphorus and calcium losses. 
Reporting on 10 patients taking cortico- 
steroids, most of whom had corticosteroid- 
induced osteoporosis and/or myopathy, 
Abbott? states: “In the patients who showed 
a markedly negative nitrogen balance the 
administration of 10 mg. of Dianabol per day 
greatly reduced the protein deficit. In others 
who were eating well and taking smaller 
amounts of corticosteroids a positive nitro- 
gen balance resulted which increased with 
Dianabol.’’ Abbott notes that creatinuria, 
which occurred on corticosteroids alone, was 
increased by Dianabol, as it is by methyl- 
testosterone and the newer oral methyl- or 
ethyl-testosterone derivatives. However, he 
observes that the “significance of this creatin- 
uria is not known and no ill effects have been 
ascribed to this change.” While the finding 
of elevated serum aldolase levels raised the 
theoretical possibility of potentially deleteri- 
ous effects, Vignos et al’ and Abbott? noted 
no androgenic or myopathic effects and no 
liver disorders in patients who took Dianabol 
and corticosteroids for up to 8 months. Kuzell 


REFERENCES: 1. Kuzell, W. C., and Naugler, W. E.: Paper 
presented at the Annual Meeting of the American Rheuma- 
tism Association, Hollywood-By-The-Sea, Florida, June 9-11, 
1960. 2. Gingrich, G. W.: Clinical report to CIBA. 
3. Clark, G. M.: Paper presented at the Seventh Interim 
Session of the American Rheumatism Association, Dallas, 
Texas, Dec. 10, 1960. 4. Clark, G. M., Kaplan, S., Goobar, J., 
and Mills, D.: Arthritis and Rheumatism 4:106 (Feb.) 1961. 
5. Tillis, H. H.: Clin. Med. 8:274 (Feb.) 1961. 6. Lockie, 
L. M.: J.A.M.A. 170:1063 (June 27) 1959. 7. Boland, E. W.: 
J.A.M.A, 150:1281 (Nov. 29) 1952. 8. Vignos, BP J., IJr., 
Abbott, W. E., Post, R. S., and Levy, S.: J. Lab. & Clin. 
Med. 56:954 (Dec.) 1960. 9. Abbott, W. E.: Research report 
a 10. Misurale, FR: Minerva med. 5]:996 (March 21) 





and Naugler' state it is their impression that 
Dianabol has checked weight loss following 
prolonged administration of triamcinolone in 
patients with rheumatoid arthritis. They add 
that, with Dianabol, protein patterns have 
migrated toward normal profiles, purpura 
consequent to corticosteroid administration 
has been lessened, and the erythrocyte sedi- 
mentation rate has been diminished. 


advantages of 
Dianabol over other 
anabolic agents as an 
adjunct in the 
treatment of arthritis 


= Dianabol has an exceptionally favorable 
anabolic/androgenic ratio. The anabolic ef- 
fects of Dianabol occur at dosages which 
generally preclude androgenic side reactions. 
In this respect, Dianabol has proved superior 
to 12 other anabolic compounds.'° Laboratory 
evidence also indicates that Dianabol has no 
estrogenic, progestational, or corticoid-like 
activity which might be clinically detrimental. 
s Dianabol is economical. Low in cost, 
Dianabol is especially suitable for arthritic pa- 
tients who usually require long-term therapy. 
= Dianabol is effective orally. Because it is an 
oral preparation, Dianabol spares patients the 
inconvenience and discomfort of parenteral 
drugs. 


Dianabol 


low-cost, oral anabolic agent 


an important new ally in 
the treatment of arthritis 


Other indications for Dianabol: 

+ Underweight, debility and weakness 

- General physical weakness and cachexia due 
to chronic diseases 

« Retarded convalescence from illness, 
surgery, fractures, wounds, and burns 

For complete information about Dianabol (including 
dosage, cautions, and side effects), see 1961 Physicians’ 
Desk Reference or write CIBA, Summit, N. J. 
SUPPLIED: Tablets, 5 mg. 


(pink, scored); bottles of 100. ‘pee OR sea 


DIANABOL® (methandrostenolone CIBA) 
GUMMIT, NEW JERSEY 
2/2964mB 
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noctec.. 


Squibb Chloral Hydrate 


AND THE REST IS EASY! Noctec (Squibb-Chloral Hydrate) invites refreshing sleep 
—gently, safely. Virtually free of side effects (including preliminary excitement or resultant “hang- 
over” commonly observed with barbiturates) , Noctec is conservative sleep therapy for patients of all 
ages. In recommended doses, Noctec may also be prescribed when heart disease or other illness is pres- 
ent + in psychiatric complications + during the first stage of labor « for pre- and postoperative sedation. 


Dosage: Adults—1 or 2 500 mg. (7% gr.) capsules or 1 or 2 teaspoonfuls of —_ SD. 

Noctee Syrup 15 to 30 minutes before bedtime. Children—for hypnosis—25 mg. For full information, ) SQUIBB 

per lb, of body weight; for sedation, 5 to 10 mg. per lb. of body weight. see your Squibb ‘ ‘ Squibb lit 
Product Reference R qu Qua wy— 

Supply: 500 mg. (7% gr.) and 250 mg. (3% gr.) capsules. Syrup, 500 mg., 


or Product Brief. [reotanch) ne, rods, 
(7% gr.) per 5 cc, teaspoonful. ‘Noctec’® is a Squibb trademark,  ————~ “Sl” the Priceless Ingredient 
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FULL-SUPPORT 


ELASTIC STOCKINGS 


IN POPULAR 


SEAMLESS STYLE 





(AVAILABLE WITH SEAMS, TOO, OF COURSE) 

















New Bauer & Black hosiery provide therapeutic support... 
plus the high-fashion appeal that assures patient cooperation 


For your patients with varicose veins, 
Bauer & Black introduces a new high- 
fashion seamless hose (a style which 
over 50% of women prefer). 

With these hose, neither you nor your 
patient need compromise. They have 
rubber in every supporting strand—the 
only true way to provide positive, even 
pressure over the veins (as opposed to 
the superficial pressure of ‘‘support 
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Chicago 6, Illinois. 
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For new reference on the treat- : 
ment and prevention of vari- : 
cose veins by compression, : 
write Bauer & Black, Dept. : 
GE—6, 309 West Jackson Bivd., : 











nylons” that do more stretching than 
supporting). And now your patients 
have a choice—sheer 51 gauge full-fash- 
ioned, or the new sheer seamless style. 
Prescribe Bauer & Black elastic stock- 
ings for your patient with varicosities, 
and know she’ll wear them willingly be- 
cause of their high-fashioned look. Ex- 
pert fitting is available at leading drug, 
department, and surgical stores. 








THE KEN DALL company 
BAUER & BLACK DIVISION 
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135 tiny 
doses mean 
smoother 
steroid 
therapy... 


Inthe relatively Slow 
acid medium of Release 
the fasting 

stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 

hours at pH 1.2. 
However, in the 
environment of 





the duodenum 2 
(approaching a , 
PH of 7.5), from ., @ 
90 to 100% of | @ 
the Medrol is 


released over a 
period of 4 hours. 
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in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,’”* Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients.’”* The 
author also found that “there is -a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
Telein. <37 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol* 
Medules’ 


; The Upjohn Company 
Each capsule contains: Medrol Kalamazoo, Michigan 


(methylprednisolone) 4 mg. 


Supplied in bottles of 30 
and 100. 


OPYRIGHT 1961, THE UPJOHN COMPANY 
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Trauma in the Aged 


EDGAR M. BICK, M.D., Editor, 
McGraw-Hill Book Co. Illustrated. 


1960. New York: 


It was with a feeling of great satisfaction 
that I read Trauma in the Aged. It is a 
very comprehensive work which, being sub- 
stantially surgical, gives a lot of valuable 
information and guidance to physicians, an- 
esthetists, and, actually, any medical person- 
nel dealing with old people. 

It disposes of many well-established mis- 
conceptions about old people and their pow- 
ers to recuperate, especially in regard to the 
healing of wounds and fractures; it also 
draws attention to hazards peculiar to the 
elderly. 

The section which is entitled “Pathologic 
Physiology of Trauma in the Aged” is es- 
pecially revealing, as it explains why elderly 
patients have decreased capacity to adjust 
to the stress of injury, operation, and anes- 
thesia. It shows the importance of an early 
assessment of the patient, the necessity of 
careful choice of anesthetic, surgical meth- 
od, preoperative care, and _ postoperative 
management. 

The 
particularly the chapter on fractures of the 


section on musculoskeletal trauma, 


hip, is very good indeed. It gives a very 


clear picture of type, management, and com- 
plications of fractures. 

As I am a physician engaged in the re- 
habilitation of the elderly, I appreciate very 
much the excellent chapter on rehabilita- 
tion. It is full of wisdom which comes only 
with a great deal of experience. It draws 
attention to details which in themselves do 
not appear to be important but may make 
a difference between failure and success. It 
stresses the importance of a full medical 


and social assessment and gives the preven- 
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All books intended for review 
and all correspondence relating to 
this department should be sent 
to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


tion of social and psychologic deterioration 
as strong a priority as the fight with loco- 
motor disuse. 

I feel that Edgar M. Bick and all the co- 
authors may be truly complimented in _pro- 
ducing not only an excellent but also a 
much-needed book. 

J. KAMINSKI 
Isleworth, Middlesex, England 


You're Older Than You Think 


LEONARD GERNANT, 1960. Kalamazoo, Mich.: Di- 
vision of Field Services, Western Michigan University. 
184 pages. $3.50. 

This volume, as pointed out by the author, 
was written for the layman. Leonard Ger- 
nant presents a brief review of types of ac- 
tivities for the aged undertaken in various 
local communities. Drawing upon his back- 
ground, he also uses select quotations from 
authoritative sources to underscore what has 
been done. Two chapters, “Community 
Plans and the Aged” and “Organizing for 
Leadership,” 
D. Allen. 


I would like to point to the wide topics 


were contributed by William 


covered in this book, including, among oth- 
ers, “Education and the Aging,” “Health 
“The Church and_ Its 


Role.” In general, this is an excellent book 


and Aging,” and 


fot one who has never been involved in 
gerontology and geriatrics. A question can 
be raised, however, as to whether the re- 
porting of a project in a book does not 
imply approval of the project and perhaps 
even of the technics undertaken to imple- 
ment such projects. While we have a re- 
sponsibility to report, and to reach many 
groups of people, some type of evaluation 
on the effectiveness of existing programs is 


(Continued on page 33A) 
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SOAP-FREE 
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LATHER i 
RICH : 
CLEANSING AvaseaCalloldal Oatmeal Geatamesctes Inthering 
BAR bar for patients who must avoid soap. 
. More than one-half of the bar is pure colloidal 
, J [TH a — Fs) patty a apes as a 
mild and effective agent for the relief of pruritus 
OV EHR 50% and inflamed skin. 
SLOLOsNS ENTE: mild detergents to give 9 eh soap tee father that 
COLLOIDAL shin atietive cect.” the skin as well as soothing 
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OATMEAL 


* LATHERS RICHLY EVEN IN THE HARDEST WATER 
e ADJUSTED TO pH 5.7 
e REDUCES CUTANEOUS PATHOGENS 


HOUSEWIVES’ ECZEMA e INFANTILE ECZEMA 
“INDUSTRIAL DERMATITIS ¢ BATH ITCH 
DRY SKIN DERMATITIS *« DIAPER RASH 


ACTIVE INGREDIENTS: Aveeno® Colloidal Oatmeal; anionic sulfonates adjusted to pH 5.7; 
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AVEENO CORPORATION a 250 West 57th Street NEW YORK 19,N.Y. 























Dosage and administration — Adults: Anadrol is administered orally. The usual adult 
dosage is 2.5 mg. three times daily. The majority of patients show a favorable result at 
7.5 mg./day. However, because of its ¢ i ici 
up to 15 mg./day may be employed. 


equate response has b 
dosage schedules of 2.5 mg./day 


Nn up to the age of 12 years on 
given adult doses. 


n over 12 years of age may be 

















Precautions — Side effects with Anadrol have been minima 
ommended daily dosage range. In those few instances wh 
been noted in adults or children, reversal has been ac 
therapy. 


Although Anadrol exhi 


mM retention. For this reason, the d 
in patients with heart disease, 


Administration to children should not bec 
increased Sensitivity to masculi 






anadrov 


oxymethotone, Syntex 


reverses the wasting process — 
provides solid weight gain 


e Anadro] stimulates nitrogen 
retention with 4 times the po- 
tency of methyltestosterone. 


e Anadrol produces solid weight Geriatric debilitation 
gain, not transient fluid reten- 
tion. 
¢ Anadrol is half as androgenic 
as methyltestosterone.* 

e Anadrol (oxymetholone) is 
lower in virilization.* 

e Anadrol, because of minimal 
side effects, is ideally suited for 
prolonged therapy. 


Chronic underweight 


Pre- and postoperative 
conditions 





Osteoporosis 


e Anadrol is indicated for use in 
malnutrition and a wide range 
of catabolic disorders marked by 
a negative nitrogen balance. 

* As determined in man 








| when administered in the rec- 
ere masculinizing effects have 
complished after discontinuing 


bits only a slight androgenicity, it shares with 
tendency to favor sodiu rug should be used with caution 
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dt Y period because of 
nizing agents. If such masculinizing 
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this preparation for use in: 
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(2-hydroxymethylene-17a@-methyl-17 8 -hydroxy-3-androstanone) 


all androgens a 















ANABOLIC 
STEROID 













Convalescence 
from infection 


Gastrointestinal disease 
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CORN OIL* 
HERE’S (MAZOLA) 
PROOF: 
This chart shows COTTONSEED OIL * 
that the ratio of 
polyunsaturates 
to saturates pro- 
vided by Mazola OLIVE OL * 
Corn Oil is more 
than twice that of 
any other leading *U. S. Dept. of Agriculture 
vegetable oil. Reports —1959 


PEANUT OIL * 


Your patients will find Mazola Corn Oil ideally 
suited for salad dressings, baking and frying. 
By instructing them to use Mazola in place of 
a substantial portion of more saturated types 
of fat, and to watch their caloric intake, you 
frequently will be able to lower the serum choles- 
terol with minimum changes in eating habits. 





MAZOLA CORN OIL IS ALSO AVAILABLE IN CANADA, 
WESTERN EUROPE, LATIN AMERICA AND MANY OTHER 
COUNTRIES THROUGHOUT THE WORLD 
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Of all leading brands 
of vegetable oils... 


Mazola 


liquid corn oil 
is best for 
replacing 

saturated fats 


because Mazola is both unexcelled in polyunsaturates 





(that reduce serum cholesterol) and lowest in saturates 


(that raise serum cholesterol). 


COMPOSITION OF MAZOLA CORN OIL 







Mazola Corn Oil has the following 
average composition: 


Grams/ 
Grams/ fl. oz. (2 

Fatty Acids 100 grams|tablespoons) 
Polyunsaturates... 52-58 14-15.7 
Monounsaturates.. 28-36 7.5-9.7 
Saturates ....... - 10-14 2.8-3.8 


Natural Sitosterols... 1 (0.9-1.3) 0.14 
Natural Tocopherols.. about 0.1 0.015 
Cholesterol......... * none none 
Salt (Sodium chloride) none none 





Calories—125/tablespoon 
lodine value—124 average 


CORN OIL CONTINUES TO BE A PREFERRED 
VEGETABLE OIL IN NUTRITIONAL STUDIES 
OF HYPERCHOLESTEROLEMIA, 
FREE! 
Valuable aid for guiding your hypercho- 
lesterolemic patient in dietary control: 
A Pad of Menu Guides based on 2,000 
calories per day, with which you may 
readily construct a diet pattern best 
suited to your patient’s needs. 


dust write on your letterhead to? 


CORN PRODUCTS COMPANY, 
10 EAST 56 STREET, NEW YORK 22, N. Y. 
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a professional responsibility. ‘The profes- 
sional who writes must assist the unini- 
tiated, so to speak, to ascertain what is 
probably workable and what is not. There 
is at least one major program mentioned 
in the book, for example, that has deteri- 
orated greatly since the book was published. 
We still need more books written by re- 
tired people from all different walks of life 
to portray lives with which those, who are 
about to retire and others already retired 
can identify themselves. 
JEROME KAPLAN 
Mansfield, Ohio 


Social and Medical Problems 
of the Elderly 


KENNETH HAZELL, M.R.C.P., 1960. London: Hutch- 
inson & Co. 210 pages. Illustrated. $4.20. 

The content of this little book is well de- 
scribed in its title. The author evidently 
writes from firsthand knowledge of older 
people as individuals. All through the book 
he shows his sympathetic understanding of 
the elderly, especially those in the low-in- 
come bracket. 

The first chapter is devoted to social con- 
siderations. ‘Then hospital service, includ- 
ing a geriatric unit and outpatient depart- 
ment, is discussed, and many practical sug- 
gestions are offered. A long chapter on spe- 
cial medical problems in the elderly com- 
presses a wide range of information. Home 
treatment is considered in some detail. The 
author’s sympathetic understanding is shown 
by such expressions as, “One of the most 
serious hardships for the elderly is loneli- 
ness . . . continued loneliness brings about 
not only mental illness but also physical 
illness . the physical ill health worsens 
the mental state and vice versa, so setting 
up a vicious circle of poor general health.” 

Hazell obviously is not enthusiastic about 
the National Health Service or the extremes 
to which the welfare state has gone in Great 
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Britain. He thinks that the older people 
are having a much harder time than are 
the younger: “The younger age groups have 
all the benefits of the welfare state at the 
expense of those on fixed incomes, that is to 
The key 
question is: Does the cost of the welfare 


say, the old age pensioner. 


state cause inflation? If the answer is that 
it does, then it is worth giving some thought 
as to how it will affect those on fixed in- 
comes, particularly the elderly pensioner 
who is unemployed. It looks very much as if 
the thrifty are penalized and the spendthrift 
supported, but both are at the mercy of the 
disputes between the trade unions and big 
employers. The former are always trying for 
higher wages and the latter for better profits, 
and it is the pensioner who is the casualty 
in this struggle.” 

While this book is written from the Brit- 
ish standpoint and some of it would not 
apply to this country, it has so much sound 
and comprehensive information about the 
older population that it can be heartily 
recommended to anyone interested in this 
age group. 

WINGATE M. JOHNSON, M.D. 
Winston-Salem, North Carolina 


Clinical Prospect of the Cancer Problem 

D. W. SMITHERS, M.D., 1960. Baltimore: Williams & 
Wilkins Co. 222 pages. Illustrated. $8.50. 

The aim of this introductory volume to a 
series of monographs on cancer is to give 
the reader a general survey of the cancer 
problem as seen by a clinician. A new theory 
regarding pathogenesis of neoplastic diseases 
is proposed: 

Cancer, a nonspecific disease process, re- 
flects changes in the behavior of tissues de- 
veloping gradually into a malformation, 
multicentric in origin, initiated by injury 
and isolation of tissues from the normal 
control mechanisms. The emphasis is no 
longer on single intracellular events, such 
as mutations, changing the cells irreversibly, 
but rather on changes in the external en- 
vironment which stimulates increased cellu- 
lar activity. The cancer process is visualized 
as a gradual change in the behavior of 
tissues. The emphasis of research should be 
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Mellaril 


THIORIDAZINE HCt 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and screens out’’ 
certain side effects 
of tranquilizers, 
making it 
virtually free of: 
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DICE 
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"The value of the phenothiazines as tranquilizers has been established. [However] many dis- 
tressing side effects have been reported with these drugs.... Thioridazine [Mellaril] is as 
effective as the best available phenothiazine, but with appreciably less toxic effects than 
those demonstrated with other phenothiazines.”" 


In Agitated Medical/Surgical Patients —‘A new phenothiazine derivative, t 








e [Mellaril], was used to treat 71 patients, most of whom were unduly agitated 
1 disturbed due to hospitalization for medical or surgical conditions....Th 
ponse to treatment was considered satisfactory in 83.4 per cent of patients....In 
reement with the published results of other investigators, we believe that thior 
shows a greater specificity of tranquilizing action and freedom from serious to» 


ts when compared with some of the other phenothiazines.” 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety 
in both ambulatory and hospitalized patients. 















Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients 






— 100 mg. t.i.d. 

Dosage must be individually adjusted until optimal response. Maximum recom- SERVING THE 
mended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., PHYSICIAN 
100 mg. 






1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Fran- 
cisco, April 6-9, 1959. 2. David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of 
Thioridazine ‘Mellari, a New Phenothiazine, in The Hospitalized Patient, A.M. & C.T. 
7:364 (June) 1960. 
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Depo-Medrol was administered intra-articularly to 118 patients 


(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 
Relief of pain and swelling was marked or complete in 104 of 


the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.” 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful! for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 
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Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


ROMAUB SG aso ows ene cies’ 40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ....... psa Ore MRIs 
Myristyl-gamma-picolinium 

CUMRUEE sinvcsiwesssssee 0.19 mg. 
Water for injection ........ 


q.s. 
Supplied: 1 cc. and 5 ce. vials 
20 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 
WOMENS: Savansnnisoues sss 20 m 


£. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

CMMEDE ss ouch ocak seis 0.19 mg. 
Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


| Upjohn | | 75th year 
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Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

; One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 








The Aged 


-and the natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 





nonfat milk. Because your patients can add 


this additional amount, 
they get needed nutrients 
—without fat calories. And 
the richer, more delicious 
flavor of nonfat milk 
mixed over-strength is the 
natural way to extra nutri- 
tion they'll enjoy. Costs 
them only 12¢ a quart. 
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ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA | 









See? THE ASTHMA ATTACK 
IN MINUTES...-FOR HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES — in 15 min- 
utes’? mean theophylline blood levels are comparable to I. V. 


aminophylline—so that severe attacks have been terminated 
1,4,5,6 


























in 10 to 30 minutes. 


SUSTAINED RELIEF FOR HOURS — After 
absorption theophylline is slowly eliminated during a 9-hour 
period,’ making possible t.i.d. ’round-the-clock protection in 





chronic cases. Note: With Elixophyilin the patient can learn 
to abort an attack in its incipient stage. 





NO UNNEEDED SIDE EFFECTS — Since 
Elixophyllin does not need “‘auxiliaries,”’ it contains no ephed- 
rine—no barbiturate— no iodide—no steroid. Gastric distress 
is rarely encountered.®® 


Each tablespoonful (15 cc.) contains 
theophylline 80 mg. (equivalent to 
100 mg. aminophylline) in a hydro- 
alcoholic vehicle (alcohol 20%). 


ACUTE ATTACKS: 


single dose of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children. 


24 HOUR CONTROL: 


for adults 45 cc. doses before break- 
fast, at 3 P.M., and before retiring; 
after two days, 30 cc. doses. Children, 








first 6 doses 0.3 cc.—then 0.2 cc. For | 

per Ib. of body weight as above. lief | 
- 
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15 intak 

REFERENCES: 1. Kessler, fe ponents aie 21:205 (March) 1957. 2. Schluger, J.; Th 

McGinn, J.T., and Hennessy, D.J.: Am. J. Med. Sci. 233:296 = rch) 1957. 3. Kessler, F.: 

Med. Times (Oct.) 1959. 4. ‘urbank B.; Schluger, J., and McGinn, J.: Am. J. Med. Sci. table 


234:28 (July) 1957. 5. Spielman, A.0.: Ann. Allergy 15:270 (June) 1957. 6. Greenbaum, 
J.: Ann. Alfergy (May-June) 1958. 7. ‘Waxler, S.H., and Shack, J.A.: J.A.M.A. 143: 736 
(1950). 8. Bickerman, H.A., and Barach, AL, in Modell, W.: Drugs of Choice 1960- 
1961, St. Louis, The C.V. Mosby Company, 1960, p. 516.9. ‘Wilhelm, R.E., Conn, H.F.: in 
Current Therapy— 1961, Philadelphia, W.B. Saunders Company, p. .4i7.. 





Patent Pending Reprints on request 


sausage? 


For gallbladder patients Entozyme may provide significant re- 
lief from the discomforts of fat-induced indigestion. Just six 
Entozyme tablets (the usual daily dose) digest sixty grams of 
fat—or more. That’s as much as 50 to 90% of the normal daily 
intake of average adults. 

The reason for Entozyme’s fat-digestion potency is that each 
tablet contains 150 mg. of Bile Salts and 300 mg. of Pan- 


a problem 
for your 
gallbladder 
patient 


creatin, N.F. (in an enteric coating). Bile Salts stimulate the 
flow of bile and enhance the lipolytic activity of both 
Entozyme’s Pancreatin and the patient’s own lipase. Together 
Bile Salts and Pancreatin greatly aid the emulsification and 
transport of fat. 

Entozyme also contains Pepsin, N.F., 250 mg., which facili- 
tates the breakdown of protein. 


A. H. Robins Company, Inc., Richmond 20, Virginia 
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YOUR UNRESPONSIVE “ARTHRITIC” MAY BE 
SUFFERING FROM CHRONIC GOUTY ARTHRITIS 


At least 5 per cent of all patients suffering from arthritis really have gouty arthritis.! Although frequently, overlooked,’ 
gouty arthritis is readily diagnosed if one remembers this possibility ia all patients with chronic joint distress. Elevated 
- serum uric acid levels, pain relief with colchicine and occurrence of tophi are valuable diagnostic aids. Once clinically 
confirmed, chronic gouty arthritis responds. successfully to TRIURATE.® 


rf 
IRIURATE combines in one tablet three effective agents for the management of gouty arthritis: FLEXIN® Zoxazolamine,* 
a potent uricosuric agent; Colchicine, for preventing acute attacks; and TYLENOL Acetaminophen, the effective analgesic 
which does not interfere with uricosuric action. Thus, TRIURATE promptly relieves chronic discomfort, prevents acute 
flare-ups, reduces tophi, and prevents formation of new deposits. 


TRIURATE 


Mm AUE | em e-Ualel-Wmaal-ve-0 op mmcelmmeloleha me-Taaalaiarcmr- Cale mmelalaelaliommenelens 


Average Dose: One tablet three times a day after meals. Supplied: Beige, scored tablets, imprinted McNEIL, bottles of 50. Each tablet contains: FLEXIN® 
loxazolamine* 100 mg., Colchicine 0.5 mg., and TYLENOL® Acetaminophen 300 mg. 
1) Boland, E. W.: World-Wide Abstr. Gen. Med. 3:11, 1960. (2) Lockie, L. M.: Am. J. Orthopedics 2:252, 1960. *U.S. Patent No. 2,890,985 





McNEIL LABORATORIES, INC + FORT WASHINGTON, PA. | McNEIL | 
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on growth control through environmental 
influences rather than on detailed study of 
intracellular changes. 

The author cites fundamental studies on 
growth, differentiation, reproduction, repair, 
and hormone influences and attempts to in- 
tegrate this information to explain mani- 
festations of cancer. He deplores separation 
of various disciplines of fundamental cancer 
research from clinical investigation and 
makes a strong plea for closer cooperation. 

A relatively brief discussion of the aspects 
related to public health and education is 
followed by a sumary of principles govern- 
ing treatment of different forms of cancer 
with surgery, radiation, hormones, and 
drugs. 

The practicing physician who is especially 
interested in cancer research will find stim- 
ulating new ideas expressed. Some views 
based on conjecture and speculation are pre- 
sented to provoke discussion. No simple so- 
lution to the cancer problem is forecast. 

The quality of the illustrations and the 
over-all appearance of the book are satis- 
factory. 

HALVOR VERMUND, M.D. 
Madison, Wisconsin 


Textbook of Otolaryngology 


DAVID D. DE WEESE, M.D., and WILLIAM H. SAUN- 
DERS, M.D., 1960. St. Louis: C. V. Mosby Co. 480 
pages. Illustrated. $8.00. 
During the past decade, tremendous strides 
have been made in the field of otolaryn- 
gology which have injected new life into 
this fascinating specialty. ‘They have broad- 
ended our horizons in the facets of broncho- 
esophagology, otorhinolaryngologic _ plastic 
surgery, endocrinology in the ear, nose, and 
throat diseases, and microsurgical technics 
used in restoring hearing in the deafened. 
The restoration of 
hearing by these microsurgical procedures 
have been somewhat over-emphasized in lay 


dramatic results in 
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publications and consequently have aroused 
tremendous hope for all hard of hearing 
Unfortunately, there are great 
numbers of patients with neurosensory 


patients. 


hearing losses whose condition is not amen- 
able to this form of treatment. Many of 
these are our geriatric patients. So, to add 
a more somber note to our enthusiasm, let 
us all be bluntly truthful, yet most sympa- 
thetically understanding, in dealing with 
the geriatric patients and their problems of 
deafness. 

Although Textbook of Otolaryngology by 
DeWeese and Saunders does not specifically 
refer to geriatric otolaryngologic practice, 
it covers all the subject matter relating to 
the otolaryngologic problems that might be 
encountered in the older patient. This text 
is a most thorough and yet concise coverage 
of otolaryngology as we teach and practice 
this specialty today. Because of the up-to- 
the-minute completeness and precise organ- 
ization of the material, students, educators, 
and busy practitioners will find this text- 
book a most valuable possession. 

GRAHAM 6G. SMITH, M.D. 
Minneapolis 


Surgery in the Aged 
FRANK GLENN, M.D., S. W. MOORE, M.D., and JOHN 
M. BEAL, M.D., 1960. New York: McGraw-Hill Book 
Co. 523 pages. Illustrated. $17.50. 
This work is actually a compendium of the 
experience of 24 members of the surgical 
staff at New York Hospital—Cornell Medical 
Center in dealing with patients over 60 
years of age with various surgical conditions. 
The book represents a pioneer effort in 
this area and deserves proper recognition. 
With the regular increase of old patients 
in our population, emphasis must be placed 
upon proper diagnosis and management of 
diseases among these patients. Therefore, 
the considerable experience of this group 
in a large teaching medical center becomes 
valuable to anyone in surgical practice. 

The is divided into 7 sections. 
The first entitled ‘Fundamental 
Concepts,” is particularly interesting in that 


volume 
section, 


it presents considerable clinical research re- 


garding physiology and metabolism beyond 
(Continued on page 44A) 
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ACETAZOLAMIDE LEDERLE 
For gentle ditiresis 


In mild to moderate decompensation, DIAMOX closely matches di- 
uretic action to diuretic needs. Gentle removal of water is achieved 
without distorting normal electrolyte ratios. A single morning 
dose provides comfortable, self-limiting daytime action and 
nighttime rest. Tablets of 250 mg. Parenteral, vials of 500 mg, 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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the age of 60. No attempt has been made 
to concentrate entirely upon any one phase 
of surgical management in these patients. 
Discussions of pathophysiology, incidence of 
various disorders, and important surgical 
history precede an up-to-date report on 
management practices at Cornell Medical 
Center. The authors happily concentrate 
little on surgical technic and occasionally 
draw upon the experience of other clinics 
for comparative purposes. The section on 
trauma is particularly well done and timely. 
This work is interestingly written, easy to 
read, and pertinent to any surgical practice. 
Even though the reader might not agree 
entirely with the authors, he at least has 
the advantage of knowing the experience 
and methods of a recognized group. The 
book represents a tangible contribution to- 
ward improving surgical diagnosis and care 
of our senior citizens. 
A. ROBERT CORDELL, M.D. 
Winston-Salem, North Carolina 


Stroke 
DOUGLAS RITCHIE, 1961. New York: Doubleday & 
Co. 192 pages. $3.50. 

All geriatricians will be interested in this 
book—the first one I know of to be written 
by a man who had a severe stroke with 
complete aphasia and severe hemiplegia. 
The author, who was an able British broad- 
casting commentator, got the stroke when he 
was about 50. For some time, he had known 
that he had very high blood pressure. Then, 
one day, came a twitching in his cheek; 
soon he was more or less unconscious. Per- 
haps, fortunately, Ritchie’s brain was so 
numbed at first that he did not realize 
how badly off he was. Later, when the real- 
ization came to him, it brought a_ spell 
of depression. Fortunately, Ritchie has a 
wonderful wife who helped him greatly and 
was able to put up with the violent rages 
which occasionally surged through him. One 
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sees such rages in people who feel complete- 
ly frustrated and unable to do what they 


want to do. 

Ritchie had excellent treatment, he had 
much physiotherapy, he had gymnasium 
work, and he had speech therapy. He didn’t 
think that the speech therapist did him 
much good, but the gymnasium trainer 
helped him to use his muscles. After a while, 
he was able to walk about and could go up 
and down stairs. 

His speech returned very slowly. Fortu- 
nately, soon after the stroke, he was able 
to read, but he could read only certain 
books which were written in simple English. 
Some books he could not read or could 
not read with any comfort. An important 
point which many of us physicians forget 
when we are treating an aphasic person is 
that his total comprehensive capacity is like- 
ly to be much disturbed. It is not only the 
speech center which is damaged but a good 
part of the brain around it. Ritchie often 
knew what he wanted to say, but he could 
not get his mouth to form the words or it 
would form the wrong words. 

Naturally, it was a bitter disappointment 
when his chiefs at the British Broadcasting 
Corporation told him that they had carried 
him as long as they could, that he would 
have to retire, and retire without any hope 
of coming back. 

Ritchie soon learned to write, but it took 
him an hour or more to write a_ page. 
Sometimes, at first, his wife had to spell 
out every letter for him. Evidently, after 
three years, his brain became so clear again 
that he could get out a well-written book. 
Unfortunately, he doesn’t tell us details 
about how he managed to write the book. 
He tells of starting a diary fairly early in 
his illness. He speaks also of the difficulty 
he had in forcing himself to do the work ol 
writing. Every physician and many laymen 
should be grateful to him for having made 
the tremendous effort to write this account 
of a stroke. It tells more about strokes 
than a physician can find in any textbook. 
Every geriatrician can profit from the les- 
sons it teaches. 

WALTER C. ALVAREZ, M.D. 
Chicago 
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The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


Induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight...with suppositories action occurs 
within the hour. 


Wide Application 

Dulcolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 568-60 
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BRAND OF NIALAMIDE 





provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects 5 convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 


once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum de- 
pression, depressed phase of manic-depressive reaction, senile depression, reactive 
depression, schizophrenic reaction with depressive component, psychoneurotic depres- 
sion. @ In neurotic or psychotic patients, Niamid may normalize or favorably modify 
aberrant or excessive reactions and symptoms of depression such as: phobias, guilt feel- 
ings, dejection, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, 
hypochondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy 
or drive, indecision, hopelessness, helplessness, decreased functional activity, emotional 
and physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and 
weight loss, and withdrawal from society. In the withdrawn patient, Niamid may 
elevate the mood so that there is increased activity, increased awareness and interest in 
surroundings, and increased participation in group activities. Appetite may be increased 
and there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as 
electroshock. In patients suffering from depression associated with chronic illness, 
Niamid may improve mental outlook, reduce the impact of pain, decrease the amounts 
of narcotics or analgesics needed, and improve appetite and well-being. In patients with 
angina pectoris, Niamid has been found to be a useful adjunct to management through 
reduction in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on 
a once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 122-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obviated or modified by 
reductions in dose. Effects due to monoamine oxidase inhibition persist for a substantial 
period following discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical studies. However, if previous 
or concurrent liver disease is suspected, the possibility of hepatic reactions and liver 
function studies should be considered. m The suicidal patient is always in danger, and 
great care must be exercised to maintain all security precautions. The apathetic patient 
may obtain sufficient energy to harm himself before his depression has been fully alle- 
viated. m Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and stimulants, including 
alcohol. Caution should be exercised when rauwolfia compounds and Niamid are 
administered simultaneously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when imipramine was adminis- 
tered during or shortly after treatment with certain other drugs that inhibit monoamine 
oxidase. In Cardiology: The central effects of Niamid may encourage hyperactivity and 
the patient should be closely observed for any such manifestation. Orthostatic hypoten- 


sion or hypertensive episodes occur in a few individuals; cardiac patients should be 





carefully selected and closely supervised. In Epilepsy: Although in some patients thera- 
peutic benefits have been achieved with Niamid, in others the disease has been aggra- 
vated. Care should be exercised in the concomitant use of imipramine, since such 
treatment with monoamine oxidase inhibitors has been reported to aggravate the grand 
mal seizures. In Tuberculosis: Existing data do not indicate whether resistance of M. 
tuberculosis to isoniazid may be induced with Niamid therapy; nevertheless, it should 
be withheld in the depressed patient with coexisting tuberculosis who may need isonia- 
zid. m As with all therapeutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should be observed. Supplied: 
Niamid (Nialamide) Tablets, 25 mg.: 100’s— pink, scored tablets; 100 mg.: 100’s— 


orange, scored tablets./More detailed professional information available on request, 


Corticotherapy Disease: Rh eu matoid 
Ae : arthritis 
Use of oral Medrol: 


In severe or moderately 

severe cases, initial dosage of 
Medrol tablets is 8 to 16 mg. 
daily; maintenance dosage 
ranges from 4 to 12 mg. daily, 
adjusted stepwise every 5 to 

10 days in accordance with 
response. In children, and 

also in adults with moderate 
disease, both initial and 
maintenance dosage is Medrol 

4 to 8 mg. daily. 

“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, showing 
a reduced frequency of disturbing 
side-effects as compared with 

the other steroids.” 

—Neustadt, D, H.: J.A.M.A.170:1253 (July 11) 1959. 


Medrol 
C ro 75th year 


Indications and effects 
Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have 
been demonstrated in acute 
rheumatic carditis, rheumatoid 
arthritis, asthma, hay fever and 
allergic disorders, dermatoses, blood 
} as, and ocular inflammatory 
disease involving the posterior segment. 


Precautions and contraindications 
Because of Medrol’s high 
therapeutic ratio, patients usually 
experience dramatic relief without 
developing such possible steroid side 
effects as gastrointestinal intolerance, 
weight gain or weight loss, edema, 
hypertension, acne, or emotional 
imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predisposition to 
thrombophlebitis, hypertension, 
congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 


Each tablet contains: Medrol 
(methylprednisolone) 2, 4, or 16 mg. 
me tablets in bottles of 30 
and 100; as 4 mg. tablets in bottles of 30, 100 and 500; 
and as 16 mg. tablets in bottles of 50. 


Medrol is supplied as 2 


COPYRIGHT 1961, THE UPJOHN COMPANY 


*Trademark, Reg. U. S. Pat. Off. 
The Upjohn Company, Kalamazoo, Michigan 
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For a night of deep, refreshing sleep and a lively awakening... Noludar 300...one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


Tslept like a log” 


NOLUDAR 390 | 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10, New Jersey 
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New Attack Against Medical 

Research In Congress 

TO THE EDITORS: 

A group of bills in Congress poses threats to 
medical research in the United States. 
Under the innocuous-sounding titles of bills 
“To provide for humane treatment of ani- 
mals used in experiment and research...” 
introduced by Congressman Moulder of 
Missouri as H.R. 3556 and Congressman 
Griffiths of Michigan as H.R. 1937, these 
bills actually provide for extreme actions in 
restricting animal research. The Moulder 
bill would establish a special federal agency 
for enforcement purposes, and both bills 
would require not only licensing of every 
scientist and certification of all laboratories 
but also prior approval of all research plans, 
any changes in procedures to be employed, 
and numerous records and reports. These 
bills are counterparts of one introduced last 
session by Sen. Cooper of Kentucky as 
S 3570. He is expected to reintroduce his 
bill with modifications. 

Every person interested in medical prog- 
ress should be concerned about these bills 
because, if enacted into law in anything like 
their present forms, they would unquestion- 
ably be severe impediments to medical prog- 
ress. They start from the assumption that 
animals are now being improperly treated 
and that remedies are needed. This assump- 
tion has never been proved and, in fact, 
constitutes a monstrous calumny upon the 
scientific medical profession as a whole— 
namely that it is callous to the welfare of 
sentient beings. 

The Moulder bill would set up an inde- 
pendent Agency for Laboratory Animal Con- 
trol, headed by a commissioner appointed 
by the President of the United States with 
the consent of the Senate. According to the 
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bill, ‘No person who is or has ever been 
connected in any way with any laboratory 
shall be eligible for appointment as Com- 
missioner.” In other words, no one who 
knows anything firsthand about medical re- 
search will be eligible to regulate it. No one 
but licensed physicians or veterinarians 
“qualified in anesthesiology” would be per- 
mitted to anesthetize an animal. This bill 
also provides that no student may allow an 
animal to recover after surgery; that no 
painful experiments on traumatic shock be 
permitted, even by the military; that no 
experiment of any sort may be conducted 
without the express written approval of 
the commissioner; and that reports on every 
animal employed be “filed for public in- 
spection.” Finally, if any “incorporated hu- 
mane society shall allege to the Commission- 
er that any laboratory or any holder of a 
letter of qualification to use animals in re- 
search has violated this Act ...the Commis- 
sioner shall hold a public hearing... sub- 
pena witnesses...and may require testimo- 
ny under oath.” In other words, any anti- 
vivisectionist group which incorporated as a 
humane society could harass any laboratory 
perpetually. 

The Griffiths bill would be less damaging 
to medical research, but even it is much 
more restrictive than its mild language 
would imply. Furthermore, it has two grave 
defects and many minor ones. It would 
place in one person, the Secretary of Health, 
Education and Welfare, complete and final 
authority to determine what kinds of ani- 
mal experimentation are permissible in the 
United States, and under what conditions. 
Such one-man dictatorship is intolerable in 
our society. It would also set up an enor- 
mous staff of clerks, inspectors, and execu- 
tives and would require whole new ware- 
houses to store reports. There is no esti- 
mate as to what this regulatory agency 
would cost, but it would surely be in the 
realm of millions per year because there 
are several thousand laboratories to inspect, 
and perhaps 50,000 research workers to li- 
cense, if this is to be done. 

Among the minor defects are the impedi- 
ments to surgical teaching; the implied pro- 
(Continued on page 58A) 
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aspirin buffered with the most widely-prescribed antacid... 


Aspirin MAALOX 
ey 150 mg. 
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ASCRIPTIN © 





im long-term administration, as in Arthritis, 
when aspirin combined with an antacid is desired: 


sei ASCEIPULD on 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PI NNSYIVANIA | 
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|. with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DeroniL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.” 


! Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 


Formula: 


DeroniL® (Dexamethasone) 
lowest dosage anti-inflammatory steroid 


Orphenadrine HCl 


proved muscle relaxant 











Aluminum Aspirin 
fast analgesic relief of motion-stopping pain 





1, Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 
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rapid relief and control 
of symptoms on short-term 
therapy with Decadron® 
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Brief treatment with DECADRON — orally or parenterally —can provide rapid and effective control of allergic emergencies and acute allergic disorders 
such as reactions to foods, drugs, plants, weeds, and animals. In 40 patients given Injection DECADRON Phosphate, ‘‘subjective improvement was oftet 
noticed within one hour and objective improvement recorded within 4 hours.’ Therapeutic doses of steroids may help prevent recurrences of severt 


allergic states, without interfering with desensitization or other immunity procedures.2 


Before prescribing or administering DecaoRON, the physician should consult the detailed information . 


on use accompanying the package or available on request. 

References: 1. Grater, W.C.: Southern M. J.53:1144, 1960. 2. Feinberg, S. M.: Med. Sci. 6:(No. 3) 
181, 1959. 

Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 
As Injection DECADRON Phosphate in 5 cc. vials, each cc. containing 4 mg. of dexamethasone 21- 
phosphate as the disodium salt; inactive ingred : 8 mg. creatinine, 10 mg. sodium citrate; 
sodium hydroxide to pH 7.8, and water for injection g.s. 1 cc.; preservatives: 0.32 per cent sodium 
bisulfite and 0.5 per cent phenol. DECADRON is a trademark of Merck & Co., Inc. 


> MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 


Decadron) 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 








DECADRON: Recommended dosage schedule in the treatment of 
drug and food sensitivity reactions 










































time amount administration 
snail” 
1st day | one to twocc. (4 to 8 mg.) repeated as necessary 
Injection DECADRON Phosphate | (In substituting 
intramuscular tablet th y, give 
the first oral 
four or five hours 
before the final 
parenteral dose.) 
a, 
2nd day | two 0.75 mg. Tablets DECADRON b.i.d. | 
3rd day | two 0.75 mg. Tablets DECADRON b.i.d. | 
namin 
4th day | one 0.75 mg. Tablet DECADRON bid | 
5th day | one 0.75 mg. Tablet DECADRON per day 
r da | 
6th day | one 0.75 mg. Tablet DECADRON Oe 
7th day | RETURN VISIT 
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Kor the 


irritable 
G.I. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpat 


®Miltown + anticholinergic 





(i) WALLACE LABORATORIES Cranbury, N. J. 
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in report after report... 


“ CHLORESIUM Ointment tended to produce a clean granu- 
lating wound.”* 

“_.prompt, clean healing with firm granulation.” 

“ effective...in facilitating growth of granulation tissue and 
epithelization.’* 


“an active agent in restoring affected tissues to a state 
conducive to normal repair....’* 


“promotes granulation more rapidly and of better quality....”° 






sistently 

in 
pressure sores 

CHLORESIUM........: 


Reliably effective, totally free of undesirable side effects, CHLORESIUM Ointment is 
broadly accepted as a healing agent of choice in decubitus ulcers and other resistant 
lesions. Its active ingredient, water-soluble chlorophyllin, speeds tissue repair, soothes 
local irritation and eliminates chronic wound odor as well. 


eff 


CHLORESIUM Ointment—0.5% water-soluble chlorophyll derivatives in a hydrophilic base. In 1-0z, and 4-02. 
tubes and special hospital size. 


CHLORESIUM Solution —0.2% water-soluble chlorophyll derivatives in isotonic saline solution. In 2-0z. and 8-0z. 
bottles and special hospital size. 


References (1) Moss, N. H.; Morrow, B. A.; Long, R. C., and Ravdin, |. S.: J.A.M.A. 140:1336, 1949. (2) Niemiro, 
B. J.: Journal-Lancet 71:364, 1951. (3) Combes, F. C.; Zuckerman, R., and Kern, A. B.: New York J, Med. 52:1025, 
1952. (4) Lowry, K. F.: Postgrad. Med. 11:523, 1952. (5) Diamond, 0. K.: New York J, Med. 59:1792, 1959. 


Samples and literature available on request 
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NORMAL 
SINUS | AWENIGHT. 
RHYTHM... | 


QUINAGLUTE 


DURA-TABS 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


ww CARDIAC ARRHYTHMIAS” 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. £ 





on Q.12 H. 
DOSAGE 












DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 


For SAMPLES and complete literature*-?° 
giving indications, cautions, etc., write 


PHARMACAL 
°U.S. Patent W Y N N CORPORATION age 821 


2,895,881 Lancaster Ave. at 51st St., Philadelphia, Pa. also available INJECTABLE QUINAGLUTE 


SEE US at Booth No. W-31 — AMERICAN MEDICAL ASSN. ANNUAL MEETING 
June 25-30 — New York City 



















Lottors (Continued from page 50A) 


hibition of dietary experimentation involv- 
ing deficiencies in kinds or amounts of food 
or water; and the requirement of prior ap- 
proval of each specific experiment, giving a 
description not only of what is to be done 
but why, indicating a responsibility on the 
part of the Secretary to decide whether the 
experiment is necessary. The Griffiths bill 
is therefore also unsatisfactory and will un- 
questionably impede medical progress. 

The people of the United States for the 
most part have no idea that such bills are 
under consideration. The daily press is more 
concerned about the recession, the cold war, 
and the Congo crisis. But human_ lives 
are also at stake in this matter, and the 
public should be alerted to the danger to 
its welfare. The annoyances to medical sci- 
entists are nothing in themselves. Impedi- 
ments to medical progress are important. 

MAURICE B. VISSCHER, M.D. 
Minneapolis 


rO THE EDITORS: 

I wish to take exception to two thoughts 
expressed in the article in the April 1961 
issue of Geriatrics, ‘““Welfare Policies 
Relating to Income and Tax Status of the 
Aged,” by Assistant Secretary Cohen of the 
HEW. The first disagreement involves his 
conclusions and suggestions which are 
drawn from data which, by his own admis- 
sion, are nonexistent. The second disagree- 
ment involves his use of the word “insur- 
ance,” which I feel is erroneous as applied 
to social security mechanism. 

Let us quote Mr. Cohen. “There are 
many areas in which adequate information 
about the income and tax statuses of old 
(ibid., p. 195). 
Again, “A comprehensive and objective re- 


persons is not available” 


view of the income, tax, asset, employment, 
saving, benefit, and consumption statuses of 
the aged should be undertaken” (ibid., p. 
195). Once more, “No intensive over-all 
study has been made, however, evaluating 
how these tax and benefit provisions affect 
the incomes and levels of living of the aged 
” (ibid., p. 195). Again, “A comprehensive 
review of the factors affecting the present 
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and future income of the aged therefore 
seems desirable before decisions on various 
proposals affecting the aged are made” (ital- 


ics mine, p. 195). 

Further on, “. . . much more detailed 
and accurate information on distribution 
[is required] than we have today” (ibid., 
p. 198). Further on, “. . 
the differential impact upon different groups 
.” (ibid., p. 198). 

I am particularly intrigued by his use of 
the word “probably” three times in two 
short sentences (ibid., p. 198). I could quote 
more, for example, . needs should be 
carefully assessed” (p. 199); “According to 
the best estimates I have been able to 
.” (p. 199); “If hospital costs rise 


. we do not know 


of old people . . 


make 
10 per cent a year public assistance 
expenditures for medical care may rise even 
more rapidly” (p. 199). 

Now lacking adequate data, by his own 
repeated admission, Mr. Cohen makes a 
number of ‘concluding observations,” the 
first one (appearing as a summary on the 
title page) being “to improve the financial 
conditions of the aged, a compulsory social 
insurance program is vitally needed.” This, 
of course, is a logical deduction! And it 
leads me to my second point of dissension, 
which is the use of the word “insurance” as 
applied to social security. 

I am sure Mr. Cohen is well aware of his 
misuse of the term. The decision of the 
U.S. Supreme Court denying the existence 
of the insurance concept in the social securi- 
ty system should be well known to him. 
Social security payments are not saved or 
invested as insurance companies are re- 
quired to do by law. 

Dillard Stokes (“Social Security—Fact and 
Fancy,” Henry Regnery, 1956, p. viii) states: 
“As a matter of fact, social security does 
not provide insurance. The contributions 
are called premiums, but they are just taxes. 
Those who pay them acquire no rights . . Aes 
Any plan to cover the medical care of the 
aged through the social security system will 
function under this basic concept. Our Con- 
gress has the authority to abrogate these 
“benefits” (and this has recently been done 
by a court in one case). 

EDWARD PALMER, M.D. 
Berwyn, Illinois 
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are additional clinical advantages. ”! 


lordil “...has been effective in about three-fourths of 
51 patients with severe angina. Thirty-nine of the patients 
experienced either disappearance of the pain symptoms or 
substantial reduction in frequency and duration of attacks.”2 


Patients showed a dramatic decrease in the incidence and 
severity of angina pectoris and reported an increased sense 
of well being and a notable increase in exercise tolerance.1 


Isordil’s “... long duration of action and consistent marked 
activity establishes it as a most reliable drug for mainte- 
hance of dilatation of coronary vessels.”’3 


Isordil “... appears to be the only agent currently available 
with marked sublingual as well as oral antianginal 
effectiveness,’’4 


FOR ANGINA PECTORIS 





@  IvES-cAMERON COMPANY 
New York 16, N. Y. 


* TRADEMARK 


POTENT CORONARY VASODILATOR PRODUCES 
GOOD RESPONSE IN 82.7% OF PATIENTS’ 


ISORDIL “... appears to exert a more consistent and profound effect than any drug previously 


ISORDI 





employed for the prophylaxis of angina pectoris... Rapid onset of action and prolonged effect 


Dosage: average dose one 10 mg. tablet q.i.d.—a half hour 
before meals and at bedtime; dosage range 5-30 mg. q.i.d.; 
individualize dose for optimum therapeutic effect; use with 
caution in patients with glaucoma. Supplied: 10 mg. scored 
white tablets in bottles of 100. 


1. Albert, A.: Isosorbide Dinitrate in Treatment of Angina Pectoris, 
Journal Lancet, 81:112 (March) 1961. 2. Shapiro, S.: Angina 
Pectoris: Treatment with Isosorbide Dinitrate, Angiology 12:53 
(Feb.) 1961. 3. Leslie, R. E.: Coronary Vasodilators—A Compara- 
tive Study, Western Medicine 2:56 (Feb.) 1961. 4. Russek, H. I.: 
Comparative Responses to Various Nitrates in the Treatment of 
Angina Pectoris, Journal of the Kansas City Southwest Clinical 


Society 36:14 (Dec.) 1960. 
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ISOSORBIDE DINITRATE 


iNOW AVAILABLE: ISORDIL WITH PHENOBARBITAL, THE ACCEPTED SEDATIVE FOR THE RELIEF OF ANXIETY IN HEART PATIENTS. 


Literature and Professional Samples Available on Request 
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To assist you in guiding the non-professional, 
a new, two-color, twenty-four page, illustrated booklet, 


“Home Care of the Incontinent Patient,” is now available. 


Written in non-technical language by a registered nurse, it outlines 
correct nursing procedures and discusses the psychological problems 
of caring for an incontinent at home. 





Complimentary copies are available to you for 
distribution to your patients. 
Write: Professional Products Division, Chicopee Mills, Inc. 


These home nursing aids are available in drugstores everywhere. 


Chux® Disposable Underpads Chix® Adult Gauze Diapers Chix” Cleaners 
Controls fluid and fecal discharges while With extra absorbent center panel Soft, disposable, fabric 


keeping bed linen clean and dry. Medi- offering complete protection for both tissue. Used wet or dry 
cated to help prevent skin irritation. bedridden and ambulatory inconti- as an ointment applicator 
Available (13” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. or rectal wipe. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 
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To Calm the Nervous, Worrisome Elderly Patient 
.»-Without the hazard of cumulative toxicity... 












® 
butabarbital sodium 


BUTISOL —noncumulative—‘“‘is destroyed rapidly in the body . . . not 
contraindicated in the presence of renal disease . . . essentially 
nontoxic for the liver’’!—is well suited to geriatrics. 


BUTISOL does not produce the ‘‘confusion and disorientation’ fre- 
quently associated with the use of phenobarbital in the aged. 


BUTISOL “provided the highest rating (therapeutic index) of sedatives 
studied for control of anxiety and insomnia by daytime 
dosage” in a 5-year study?, because it showed the lowest in- 
cidence of side effects and least likelihood of cumulative 
toxicity. 

BUTISOL Sodium® Tablets « Repeat-Action Tablets e Elixir e Capsules 


1, A.M.A. Council on Drugs: New and Nonofficial Drugs 1960, Philadelphia,  B. Lippincott Company, 1960, p. 363. 
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SIMPLE OFFICE TEST* EXPEDITES TREATMENT 





A recent report* shows 
that peripheral arterio- 
sclerosis as a cause of in- 
termittent claudication 
is frequently overlooked 
because early in the dis- 
ease the patient may 
have adequate pedal 
pulses if he is examined 
only at rest. 














Palpating pedal pulsation 
at rest. 


In 18 patients with fatigue, aching or severe leg 
cramps, all of whom had readily palpable pedal 
pulses at rest, DeWeese* demonstrated disappear- 
ance of these pulses following sufficient exercise to 
bring on pain. In his test, patients ran in place at 
140 to 160 steps a min- 
ute until claudication 
occurred. A_ possible 
explanation of this phe- 
nomenon “‘...is based on 
the shunting of the in- 
sufficient blood supply to 
smaller, vasodilated ar- 
teries so that weakened 
pulsations are observed 
in the larger arteries.’’* 














Exercising patient prior to post- 
exercise palpation of pulses. 


Based on his findings, DeWeese recommends “...that 
an exercise test be performed on any patient with 


\ symptoms suggestive of 


intermittent claudica- 
ee 





tion who has palpable 
pedal pulses [at rest], be- 
fore obstructive athero- 
sclerosis is ruled out asa 
cause of thesymptoms.’’* 








Boeeeenes 
Postexercise shunting of blood 
into dilated collaterals. 


Awareness of this phe- 
nomenon, with routine 
performance of the ex- 
ercise test, will undoubtedly help increase early diag- 
nosis of peripheral vascular disease. Consequently, 
treatment can be instituted sooner, improving the 











likelihood of a favorable response to therapy. 





| “DeWeese, J. A.: New England J. Med. 262 :1214-1217 (June 16) 1960. 


examination of postexercise pedal pulses key to earlier 
detection of peripheral vascular disease 









VASODILAN IS CLINICALLY EFFECTIVE™* 


“Tsoxsuprine hydrochloride [VASODILAN] was ad- 
ministered orally for a median period of seven 
months to 46 patients suffering from arteriosclerosis 
obliterans. Objective improvement could be demon- 
strated in...[about 85 per cent] of these.’””? 


“Tsoxsuprine [VASODILAN] was used in the man- 
agement of arteriosclerosis obliterans in 46 pa- 
tients....”" The average ‘‘maximal walking distance, 
measured in 41 patients, more than doubled...dur- 
ing isoxsuprine [VASODILAN] therapy....’”2 


“With strictly a clinical office approach, isoxsuprine 
[VASODILAN] was used in the treatment of 100 
patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per 
cent of these patients.’”* 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGET 


In astudy of 100 patients, “On an oral dose...no side 
effects have occurred.’ “With oral administration, 
there are no contraindications.’” “‘There were no 
significant side-effects...suggestive of the existence 
of contraindications.””! 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypo- 
tension or tachycardia. Intravenous administration is not 
recommended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness can 
usually be controlled by dosage adjustment. Single intramus- 
cular doses of 10 mg. or more may result in hypotension or 
tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; I.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 mg./ce.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, 
and clinical background of VASODILAN, see the brochure of 
this product available on request from Mead Johnson Labora- 
tories, Evansville 21, Indiana. 

References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 171:142-144 
(Sept. 12) 1959. (2) Kaindl, F; Samuels, S. S.; Selman, D., and Shaftel, H.: 


Angiology 10:185-192 (Aug.) 1959. (3) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960, 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


~ DIMETAPP Extentabs 


LET YOUR PATIENTS BREATHE EASIER! 


ONE EXTENTAB PROVIDES CLEAR BREATHING FOR 12 HOURS — One long- 
acting DIMETAPP Extentab provides all-day or all-night relief from stuffiness, 
drip and congestion. Easier to use than nose drops or sprays, DIMETAPP 
contains a proved antihistamine, Dimetane, and two outstanding decon- 
gestants, phenylephrine and phenylpropanolamine, that reach into the areas 
topical medications can’t touch, to relieve the annoying symptoms of sinus- 
itis, colds and URI — without rebound congestion. 

WITH EXCEPTIONAL FREEDOM FROM ANNOYING SIDE EFFECTS — With 
DIMETAPP Extentabs, there’s little problem of either drowsiness or over- 
stimulation. The antihistamine component, Dimetane, has been demonstrated 
to produce as few side effects as a placebo,* while the dosages of the decon- 


gestant components are small, yet fully effective. 

DimETAPP Extentabs contain Dimetane® (parabromdylamine [brompheniramine] maleate 12 mg., phenyl- 
ephrine HCI 15 mg., and phenylpropanolamine HCI 15 mg. Dependable Extentab construction assures 
relief of symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 hours. Children over 6—1 Extentab q. 12 hours. Precautions: In high 
dosage some drowsiness may infrequently occur from Dimetane. As with all prepara- ee 
tions containing sympathomimetic amines, DiMETAPP should be administered with 

caution to patients with cardiac or peripheral vascular diseases or hyperthyroidism. 
Contraindication: Patients sensitive to antihistamines. Supplied: Bottles of 100 and 500. 

*New England J. Med. 261:478, 1959 

(Schiller, 1. W. and Lowell, F.C.) A. H. ROBINS COQ., INC., RICHMOND 20, VIRGINIA 
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Urologic 
problems of 
the elderly 


R. H. FLOCKS, M.D., and 
B. J. BEGLEY, M.D. 
IOWA CITY, |OWA 


Urologic problems of the elderly 
are common and are important. 
They may require careful evalua- 
tion and therapy even though the 
patient is primarily being treated 
for a nonurologic condition. T hera- 
py of urologic problems may be 
surgical or medical or both. The 
social and environmental situation 
of the patient must be considered 
when treatment ts outlined. 


R. H. FLOCKS and B. J. BEGLEY are with 
the Department of Urology, University 
of Iowa College of Medicine, Iowa City. 
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HZ Urologic problems in the elderly are 
common, important, and often serious, 
both in the male and female. This is 
evidenced by the incidence of major 
urologic surgery performed at the Uni- 
versity of Iowa Hospitals, during a typi- 
cal year, 1957, and a study of all major 
operative procedures in patients over 60 
years of age during 1951 to 1955, in- 
clusive. 

In 1957, the percentage of urologic 
operations to all operations performed 
in the following age groups was found to 
be: 60 to 69 years, 21.1 per cent; 70 to 
79 years, 29.2 per cent; and 80 years and 
older, 35.9 per cent. These figures con- 
trast sharply to those of the 20 to 29 
age group, where the percentage of uro- 
logic operations was 3.1 per cent. 

At the University Hospitals between 
1951 and 1955, on patients over 60 years 
of age, 5,003 major nonurologic proce- 
dures and 3,689 major urologic proce- 
dures were performed. Of the nonuro- 
logic procedures, 951 involved cataract 
removals and 709 involved fractures of 
the hip. When the sum of these two 
operative procedures is subtracted from 
the total number of operations per- 
formed, all the other procedures total 
3,343, which was less than the sum of 
urologic procedures. During this five- 
year period, on patients past 60 years of 
age 2,561 transurethral prostatic resec- 
tions for benign hypertrophy of the pros- 
tate were performed, by far the most com- 
mon operative procedure; 951 cataract 
removals; 592 operations for cancer of 
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the bladder; and over 600 operations for 
cancer of the prostate. 

These figures indicate that diseases 
involving the urinary tract and the male 
genital tract are peculiarly those of the 
aged. The following is a discussion of 
the medical problems 
which are particularly common in the 


and_ urologic 
Cc 


aged. 


The Kidney and Ureter 


Renal function in the aged is usually 
impaired to a greater or lesser degree by 
chronic 
chronic pyelonephritis. Over the years, 
these injurious inflammations gradually 


nephritis, nephrosclerosis, or 


impair the renal function, so that the 
kidneys work near maximum capacity 
and are unable to respond readily to 
them. 
Moreover, many of the nonspecific symp- 


greater demands placed upon 


toms of the aged may be caused by un- 
derlying frank renal insufficiency from 
chronically damaged kidneys. It is very 
important, therefore, to study carefully 
the renal function in all older patients 
both in relation to the medical manage- 
ment of individual problems and in the 
preparation for surgical procedures. Re- 
nal function may be evaluated by care- 
ful measurement of the urinary output, 
measurement of the specific gravity of 
the urine and its response to changes in 
the fluid intake, and studies of the blood 
for nitrogenous retention products. 
Blood urea nitrogen and creatinine lev- 
els should be measured in all older pa- 
tients who are examined to obtain in- 
formation regarding gross renal impair- 
ment. Concentration studies are indicat- 
ed when the urine has a low specific 
gravity. Chronic pyelonephritis and 
nephrosclerosis may be etiologic fac- 
tors in hypertension and careful studies 
of the urinary tract including pyelog- 
raphy may be indicated in such in- 
stances. A careful study of renal func- 
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tion is an important part of the evalua- 
tion of the patient in the older age 
group and may be an important factor 
in the study and care of such patients. 
This may be true even though the urine 
itself seems to be relatively normal on 
one examination. 

Renal tumors. Although the highest 
incidence of hypernephroma is manifest 
in the age group between 50 and 60 
years, renal tumors may occur in per- 
sons over 60 years of age. Of 329 pa- 
tients with renal tumors studied recent- 
ly in our Clinic, 161 were over age 60; 
111 between 51 and 60 inclusive; and 
only 57 under the age of 50. 

Renal tumor in the aged may manifest 
itself in exactly the same way as it does 
in any other age group, and the therapy 
is exactly the same, preferably nephrec- 
tomy and possibly radiation therapy. 
Tumors of the renal pelvis may occur 
in this age group but manifest no spe- 
cial differences from those occurring in 
younger age groups. 

Renal stone. Although renal stone 
does not usually occur in the older age 
group, it may do so. When it does, the 
symptoms, signs, and therapy are no dif- 
ferent from those of younger patients. 
Stones of recumbency, especially after 
fracture of the long bones and cerebro- 
vascular accidents, begin during the pe- 
riod of immobilization but may not be- 
come clinically manifest for many 
months. Symptoms are caused by ob- 
struction or secondary infection, or both. 

Congenital anomalies. After age 60, 
the occurrence of congenital anomalies 
must always be considered a possibility. 
When surgery is necessary on one kidney 
of older patients, it may be preferable 
to remove the kidney, providing the 
other kidney is functioning well. ‘To try 
to save the damaged and obstructed kid- 
ney may be more dangerous to the pa- 
tient’s life than nephrectomy. If con- 
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genital polycystic disease has not be- 





come symptomatically manifest in prior 
years, it will usually be mild and cause 
few problems in the aged. 

Conditions of the ureter. Unless con- 
ditions of the ureter occur as a result of 


obstruction caused by primary condi- 


tions of the bladder and bladder neck 
and prostate, they are rare in patients 
over 60 years of age. Hydroureter with 
ureteral reflux may occur as a result of 
bladder neck obstruction. Ureters may 
be obstructed by a cancer of the prostate 
or bladder. When these occur, the treat- 
ment is part and parcel of the treatment 
of the primary condition and will be 
discussed under those headings. Neo- 
plasms of the colon or female reproduc- 
tive tract and the retroperitoneal organs 
may cause secondary obstruction of one 
or both ureters. Also aneurysm of the 
aorta or common iliac vessels may in- 
volve the ureter and produce obstruc- 
tion to it. 


The Urinary Bladder 


Urologic problems involving the urinary 
bladder are quite common in the older 
man and woman. Of the 8,692 opera- 
tions performed on patients 60 years and 
older from 1951 to 1955 inclusive, 802 
were bladder operations of which 592 
operations were for cancer of the blad- 
der. 

Cancer of the bladder, myogenic 
atonia, neurogenic bladder dysfunction, 
and contractures of the bladder neck 
are 4 conditions commonly observed in 
the older patient. ‘These conditions cause 
disability, social problems, and, in many 
instances, death. 

Cancer of the bladder. Cancer of the 
bladder is four times more common in 
aged men than women. It is the second 
most common cancer of men over 60 
years of age. All patients, but especially 
males, over age 60 with symptoms of 
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bladder irritation and gross or painless 
hematuria should be considered to have 
carcinoma of the bladder till proved 
otherwise. Over 95 per cent of bladder 
neoplasms are transitional cell carci- 
noma. Classification, helpful to deter- 
mine the best method of treatment, is 
made on the basis of two factors: depth 
of penetration (after Jewett) and his- 
tologic percentage of anaplasia and lack 
of differentiation (after Broders) . Those 
tumors with little depth of penetration 
(A or Bl or B2) and little anaplasia 
(grade 1 or 2) respond well to transure- 
thral resection of the tumor with coagu- 
lation of its base. More deeply infiltrat- 
ing (B2 or C) or more anaplastic (grade 
3 and 4) tumors respond less well and 
may require total cystectomy, if the age 
and condition of the patient will permit. 
Radiation therapy may help in the more 
extensive tumors. Approximately one- 
third of all patients with bladder tumors 
can be treated satisfactorily by the trans- 
urethral route or by partial cystectomy 
or open suprapubic coagulation of the 
lesion. In these cases, the results are 
good, particularly if the lesion is treated 
early. The most important thing to re- 
member, therefore, is that these lesions 
are common particularly in the male. 
Thus, irritation or hematuria should be 
investigated immediately by cystoscopic 
examination to determine whether such 
a lesion is causing the symptoms and 
signs. Early diagnosis leads to a much 
better prognosis. 

Myogenic atonia. Myogenic atonia is 
common in the older patient and is par- 
ticularly a problem when the patient 
undergoes some other surgical proce- 
dure, particularly in the lower abdomen. 
After operation, the urinary conduit of 
the aged patient ordinarily will not re- 
turn to normal function as readily as 
that of a younger patient. The muscu- 
lature of the bladder especially is no 
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longer as strong as it was. The wall con- 
tains considerable fibrosis. Most patients 
have experienced some obstruction and 
bouts of infection resulting in bladder 
scarring. In addition, fibrosis of the blad- 
der neck of a female and prostatic hy- 
pertrophy in the male result in greater 
resistance to urinary outflow from the 
bladder. When overdistention and de- 
creased muscular activity from drugs and 
trauma are superimposed, inability to 
empty the bladder and associated infec- 
tion become frequent in the postopera- 
tive period. This must be recognized and 
overcome as soon as possible or greater 
distention will further damage the biad- 
der musculature. 

In the immediate postoperative peri- 
od, therefore, it is important to check 
on the patient’s ability to void. If he 
cannot do so, a regimen of intermittent 
catheterization every four to six hours 
is instituted, or an indwelling urethral 
catheter is inserted. In either case, it will 
be necessary to prevent further urinary 
tract infection, aided by chemotherapeu- 
tic or The proper 
choice of the antibiotic will depend on 


antibiotic agents. 
the results of bacteriologic study. Sul- 
fonamides of high solubility are best 
used while awaiting these results. Acetyl 
sulfisoxazole (Gantrisin) in doses of 1 
gm. four times daily is our usual choice 
for this purpose. When persistent uri- 
nary retention occurs, cystography and 
cystometrography must be undertaken 
to determine whether neurologic in- 
volvement or bladder neck 
present. In myogenic 
cases, appropriate therapy consists either 
of long-standing bladder drainage by 
urethral catheter or suprapubic cystos- 
tomy until the tone of the bladder mus- 
cle returns. A 


mechanical 
obstruction is 


resection 
may be necessary depending on the re- 


transurethral 


sults of the above studies. 


Contracture of the female bladder 
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neck. Often associated with urethral 
stricture, contracture of the bladder neck 
is very common in the aged woman. 
This results in recurrent attacks of cys- 
titis and bladder neck obstruction. This 
process apparently accompanies the fre- 
quently seen atrophic sclerotic vaginal 
changes in older women and predisposes 
to further inflammatory reaction. This 
may lead to severe bladder infection and 
this in turn to upper urinary tract in- 
fection. Difficulties in urination occur, 
often accompanied by residual urine in 
the bladder. More commonly, however, 
the symptoms are rather mild and the 
damage is not severe enough to result in 
back pressure effects on the bladder and 
even less so on the upper urinary tract. 
However, the symptoms may _ cause 
marked discomfort and inconvenience. 

The diagnosis is made by endoscopic 
inspection of the urethra and bladder 
neck and calibration of the urethra. Re- 
current and resistant bouts of infection, 
despite appropriate antibacterial thera- 
py, lead one to suspect the need for 
further urologic examination of the ure- 
thra and bladder neck. Treatment con- 
sists of dilatation of the urethra, resec- 
tion of the bladder neck scarring, and 
instillations of various types of chemi- 
cals such as 1:1,000 silver nitrate solu- 
tion into the bladder for control of in- 
fection. 

Bladder neck contracture may also be 
present in the male but this is relatively 
uncommon in the older age group ex- 
cept in association with small barlike 
prostatic enlargements which are really 
a complication or a type of benign pros- 
tatic enlargement. 

Neurogenic bladder. Cerebral arterio- 
sclerosis can render ineffective the cere- 
bral inhibition to the spinal cord blad- 
der reflex. Lack of cerebral inhibition 
to urination leads to the development 
of uninhibited neurogenic bladder dys- 
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function. This common condition affects 
both sexes equally and causes a great 
amount of discomfort, inconvenience, 
and difficulty in the management of the 
elderly. Early changes are characterized 
by increased frequency and urgency of 
urination both day and night, often 
with uncontrolled urination, similar to a 
baby’s bladder activity. There is no in- 
fection or residual urine. If the condi- 
tion progresses, the uncontrolled urina- 
tion is practically a complete inconti- 
nence. The symptoms of uninhibited 
neurogenic bladder must be differentiat- 
ed from early mechanical bladder neck 
obstruction, such as benign and other 
prostatic enlargement or bladder neck 
contracture in the female. 

Bladder neck obstruction differs in 
three respects from neurogenic bladder 
dysfunction. Firstly, the obstruction will 
fairly early give rise to trabeculation and 
cellule formation of the bladder wall, 
recognizable by cystography or cystos- 
copy; trabeculation is not seen in unin- 
hibited neurogenic bladder. Secondly. 
obstruction leads to residual urine and 
often secondary infection with pyuria; 
residual urine and pyuria do not occur 
in uninhibited neurogenic bladder dys- 
function. Thirdly, the bladder acting 
against obstruction will be worsened and 
even thrown into complete retention by 
anticholinergic drugs, such as Banthine, 
25 to 50 mg. four times daily; whereas 
the uninhibited neurogenic bladders will 
be greatly benefited by these drugs. 

Because obstruction and neurogenic 
dysfunction cause similar symptoms, in- 
creased frequency day and night and 
urgency, it is important to differentiate 
these two conditions. Cystography, cys- 
toscopy, residual urine determination, 
microscopic urine examination, and 
therapeutic trial with anticholinergic 
drugs will effectively differentiate the 
two conditions. Mild to moderate de- 
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grees of uninhibited neurogenic bladder 
dysfunction respond well to methan- 
theline Br (Banthine Br) or other bel- 
ladonna-like drugs. However, if the 
process of senility and cerebral disease 
progresses, the lack of urinary control 
becomes total and may be accompanied 
by fecal incontinence. These patients are 
best treated by indwelling urethral or 
suprapubic catheters. In very severe in- 
stances, the catheter acts as an irritant 
and the patient has leakage around the 
catheter and bladder spasms and, be- 
cause of disorientation, pulls the cathe- 
ters out, leading to trauma of the uri- 
nary passageways. This can be particular- 
ly troublesome in the woman, and in such 
severe intances the plaster bed advocated 
by Brocklehurst may be beneficial. 

Vesical calculi. Vesical calculi are gen- 
erally secondary to bladder neck or ure- 
thral obstruction. They can be treated 
at the time the primary lesion is cared 
for, either by open suprapubic removal 
or endoscopic crushing. 

Cystocele. Cystocele is common in 
older women, especially those who have 
borne children. Stasis of residual urine 
within this dependent extrusion of the 
bladder causes infection with urinary 
pain and discomfort. Surgical correction 
via a vaginal approach should be per- 
formed if the condition is symptomatic. 
Pessary treatment to support the area 
often is not satisfactory. 

Urinary stress incontinence. Although 
it may occur at almost any age, urinary 
stress incontinence is more common and 
more severe in the older woman. Noth- 
ing need be done if symptomatology is 
mild. If the symptoms are moderate or 
intense, leading to almost complete in- 
continence, then therapy is indicated. 
Kegel’s perineal exercises to strengthen 
the perineal muscles and restore the an- 
gle of the bladder with the urethra, if 
diligently and persistently performed by 
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the patient, may relieve the inconti- 
nence. If this fails, various surgical pro- 
cedures, both suprapubic and vaginal, 
may be used to form a sling, or more 
properly, to restore the necessary angle 
of the bladder with the urethra. 


The Prostate 

Prostatic hypertrophy. A slight to 
marked degree of benign prostatic hy- 
pertrophy occurs in 80 to 90 per cent of 
all men beyond the age of 60 who have 
increased frequency of urination. Pros- 
tatic hypertrophy has no demonstrable 
relation to the hormonal changes of 
aging, to previous prostatic infections 
or infections of the remainder of the 
genitourinary tract, to sexual activity, 
or to hereditary factors. It appears, how- 
ever, to be associated with the aging 
process, although in some parts of the 
world the incidence is lower than in 
this country. There is no relation be- 
tween benign hypertrophy and prostatic 
cancer. In about 75 per cent of persons 
with benign prostatic hypertrophy 
enough bladder neck obstruction even- 
tually develops to require surgical cor- 
rection. The symptoms vary. In some 
cases, the patient notes increased urinary 
frequency, nocturia, difficulty in starting 
the stream, or a small or weak stream. 
These symptoms before much 
change develops in the bladder muscula- 
ture. Rectal these pa- 
tients reveals an enlarged prostate. After 


occur 
examination of 


urination, residual urine is manifest. In 
some cases, the patient has few symp- 
toms, but residual urine increases in the 
bladder and marked changes occur in 
the bladder wall. In addition, back pres- 
sure may affect the ureters and kidneys. 
The first indication of serious bladder 
neck obstruction in these patients may 
be symptoms of renal insufficiency, with 
loss of appetite, loss of weight, nausea, 
and vomiting with anemia, all of which 
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may simulate a gastric cancer. The 
symptoms may vary between these two 
extremes. Because of these gradations, 
the urine may be clear in some patients 
and highly infected in others. In some 
patients, hematuria is a prominent 
symptom. 

Because these symptoms are so vari- 
able and because severe urinary tract 
damage may be associated with few 
manifest symptoms, every man over 60 
should be examined at six-month inter- 
vals for evidence of progressive effects 
on the urinary tract. This is done simply 
and safely by (1) a rectal examination 
to detect further enlargement; (2) ob- 
servation of the ability of the patient 
to void (Is the stream strong, smaller, 
finer? Is it undergoing alteration? Does 
it require considerable straining?); (3) 
examination of the urine for the pres- 
ence of pus and red blood cells (if in- 
fection is found in the urine, it usually 
means that there is residual urine) ; and 
(4) intravenous pyelography, which 
provides information regarding the 
upper urinary tract and the bladder 
without the danger of urethral instru- 
mentation with a catheter. It will give 
evidence whether renal insufficiency is 
present and whether the bladder wall is 
trabeculated (“old man’s bladder’). 
Postvoiding excretory cystograms will 
show whether residual urine is present 
and if the patient is emptying his blad- 
der satisfactorily. 

When is surgical operation indicated? 
Operation should be carried out if ob- 
struction of the bladder neck is progres- 
sive, as represented by one or more of 
the following: (1) a flabby and trabecu- 
lated bladder which is not emptying 
normally, (2) a smaller and thinner 
stream and presence of infection, and 
(3) evidence of beginning renal insufh- 
ciency. Prostatectomy should be carried 
out before too much damage occurs to 
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the bladder wall or before advanced 
renal insufficiency develops. In some in- 
stances, surgery will be indicated even 
with minimal symptoms—for instance, 
when frequency and urgency are such as 
to prevent the patient from carrying out 
his necessary work. 

Four types of operative procedures 
are available for relief of the obstruc- 
tion. None of the procedures removes 
the entire prostate but only the enlarged 
portion of the gland to relieve the blad- 
der neck obstruction. These procedures 
are transurethral prostatic resection, su- 
prapubic prostatectomy, retropubic pros- 
tatectomy, and perineal prostatectomy. 
Each has its indications and contraindi- 
cations. For example, a very large de- 
gree of hypertrophy in a hypertensive 
patient may be best relieved by an open 
surgical procedure such as suprapubic 
prostatectomy. A transurethral resection 
in such a patient is likely to be accom- 
panied by severe bleeding which will be 
difficult to control. In addition, the op- 
erative procedure necessary in such a 
large prostate is apt to be prolonged. On 
the other hand, an extremely obese per- 
son with a small prostate is best treated 
by means of a transurethral resection. 
If the surgeon suspects prostatic cancer, 
it is probably best to approach the le- 
sion perineally to enable an adequate 
biopsy to be obtained before the enu- 
cleation. If cancer is proved, the sur- 
geon can proceed with whatever proce- 
dure is best fitted for the lesion. Any of 
these procedures are adequate to handle 
the problem, but the one best suited to 
the situation should be used for the in- 
dividual case. In our institution, 85 per 
cent of all operations for prostatic hy- 
pertrophy are done via the transurethral 
route. 


The mortality and morbidity of these 
procedures have been greatly altered, not 
by changes in the technic of the opera- 
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tion, but primarily by better preopera- 
tive and postoperative care. As stated 
previously, in the preoperative period, 
it is first of all important to institute 
drainage. This creates a new equilibri- 
um, and renal function adapts itself to a 
new set of circumstances, that is, less 
obstruction. If it cannot be done by con- 
stant or intermittent catheterization, a 
suprapubic cystostomy is performed. If 
the bladder has been obstructed for a 
long period, spasm with hemorrhage 
may occur or the patient may develop 
oliguria and shock. This is usually the 
result of a too rapid change of the previ- 
ous equilibrium. Consequently, slow de- 
compression is advisable. The fluid in- 
take of all patients must be adequate; 
often this must be supplied parenterally. 
Enough sodium chloride solution is giv- 
en intravenously to compensate for the 
electrolyte loss which often develops in 
these patients from the diuresis after 
decompression. 

In the postoperative period, the cath- 
eter should be checked many times daily 
to insure that it is not blocked. Accurate 
records of intake and output, tempera- 
ture, and pulse are imperative. If infec- 
tion is present or supervenes, antibiot- 
ics or sulfonamides are given until it is 
controlled. After transurethral prostatic 
resection, the catheter may be removed 
in forty-eight to ninety-six hours, de- 
pending on the ability to void and to 
empty the bladder. During the postoper- 
ative period, episodes of infection, hem- 
aturia, or epididymitis may occur, the 
possibility of which should have been 
explained to the patient before surgery. 
About six weeks are required for healing 
to take place in the prostatic urethra. 
The patient should be regularly exam- 
ined every four months for about one 
year. At these visits, urinalysis and intra- 
venous pyelograms are done to insure 
that stricture formation or other com- 





267 








plications, such as stone formation or re- 
growth of prostatic tissue, are not occur- 
ring. 

of the 
prostate is statistically the most common 
cancer in males over 60 years of age. For 
instance, in men over 65 years, cancer 


Prostatic cancer. Carcinoma 


_ 


occurs in the lung in 7 per cent, in 
the stomach in 12 per cent, in the skin 
in 14.5 per cent, and in the prostate in 
17 per cent. Patients prostatic 
cancer constitute 9 per cent of the ad- 


with 


missions to our Urologic Service. The 
only way to diagnose cancer of the pros- 
tate early is by biopsy of an area found 
to be suspicious on rectal examination. 
Because of the relatively high incidence 
of this disease, all men over 50 years 
should have rectal examinations at six- 
month intervals. Biopsy can be carried 
out by means of the perineal or retro- 
pubic methods. Cytologic methods using 
prostatic secretion are uncertain and 
may lead to dissemination of tumor if 
one is present. 

The treatment of prostatic carcinoma 
varies with the age of the patient, his 
general condition, and the stage of the 
lesion. In general, if the patient under 
70 years of age is in good general condi- 
tion and the lesion is small, radical pros- 
tatectomy is the choice. 
The Hugh 
Young and ably developed by Belt and 


treatment of 
operation pioneered — by 
by Jewett has given excellent results in 
early lesions. Once spread occurs _be- 
yond the prostatic capsule, only pallia- 
tion is attempted, for the spread is not 
only along the local lymphatics about 
the region of the seminal vesicles and 
prostatic capsule, but is accompanied by 
a high incidence of local and regional 
lymph node involvement (approximate- 
ly 30 per cent in patients who have no 
evidence of involvement or ele- 
vated acid phosphatase levels). If, how- 
ever, the lesion is limited to the prostate, 


bone 
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a total prostatectomy done either peri- 
neally or retropubically will result in a 
high incidence of five- and ten-year sur- 
vivals with low mortality and morbidity 
rates. 

Because of the high incidence of re- 
gional lymph node involvement without 
evidence of more distant dissemination, 
I have carried out pelvic lymph node 
dissection with total prostatectomy in 
selected cases since 1954. The four-year 
follow-up would seem to indicate that 
this adds significantly to the efficacy of 
radical prostatectomy. 

Radioactive gold has also improved 
the treatment of early cancer of the pros- 
tate. In the patient over 70 years of age 
with a small lesion and who is in poor 
condition, a colloidal solution of radio- 
active gold (Au!) permits intensive ir- 
radiation without the added risk of total 
prostatectomy. In lesions which have 
spread beyond the prostatic capsule, 
Au! permits irradiation of the region 
about the seminal vesicles and the pelvic 
fascia. The complications from this ther- 
apy, encountered early in its use, no 
longer occur, and total results in smaller 
lesions have been highly satisfactory. 

Although clinically much work has 
been done since the extensive work of 
Huggins and associates demonstrated the 
relation between the growth of carcino- 
ma of the prostate and its endocrine en- 
vironment, steroid therapy has not 
proved curative. However, it has defi- 
nitely demonstrated great palliative val- 
ue. After hormone therapy, most pa- 
tients with prostatic cancer experience 
dramatic relief of pain, a decrease in size 
of the original tumor and its metastasis, 
and general improvement. The duration 
of palliation varies markedly, from a few 
months to several years. Estrogens are 
used in doses ranging from | mg. to sever- 
al hundred milligrams a day. In some 
cases, large doses seem to relieve meta- 
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static bone pain when small or moderate 
doses fail. Intravenous daily doses as 
high as 1,000 to 1,500 mg. of diethyl- 
stilbestrol diphosphate (Stilphostrol) is 
very beneficial in refractory or relapsed 
cases. The timing of endocrine therapy 
is controversial. Some wait until the 
onset of pain. Others use estrogen or 
castration first and follow with endo- 
crine therapy. I prefer castration and 
wait with endocrine “manipulation” 
until relapse occurs. Varying doses of 
diethylstilbestrol (Stilbestrol) and later 
diethylstilbestrol diphosphate are intra- 
venously administrated. When these fail, 
methods to alter adrenal function may 
be attempted. These consist of bilateral 
adrenalectomy, the use of cortisone, or 
destruction of the hypophysis. In my ex- 
perience, bilateral adrenalectomy is of 
little value in most patients in relapse. 
Cortisone, however, is often of some help 
in causing a remission of three to six 
months. I have had no experience with 
hypophysectomy. Remissions by any of 
these methods are usually short. At 
times, local irradiation of bone metas- 
tasis relieves pain. Nitrogen mustard 
therapy, intravenously, may help to re- 
lieve pain from disseminated prostatic 
cancer. 

Prostatitis. Subacute and chronic pros- 
tatitis is common alone or superimposed 
upon a bladder or other prostatic condi- 
tion. These must be ruled out before 
specific therapy for the prostatic infec- 
tion is undertaken. Antibiotics, sulfona- 
mides, or furadantin may be used in con- 
junction with hot sitz baths daily and 
prostatic massage once weekly. Treat- 
ment must be maintained for many 
months to be positive that the infection 
has been cleared up thoroughly. 


The Urethra 


Problems of the urethra in the older pa- 
tient are not unusual. Inflammatory le- 
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sions are the most common, but neo- 
plastic processes are uncommon in both 
men and women. Urethral stricture in 
both sexes may go undetected for years. 
Increased frequency of urination, dys- 
uria, a slowed urinary stream with in- 
creased pressure required to urinate, and 
resistant or recurrent infections of the 
bladder are the usual symptoms. Stric- 
tures generally respond to periodic dila- 
tions, but the patient should be made 
aware that periodic dilation may be nec- 
essary indefinitely. If the stricture is at 
the meatus, a meatotomy will cure the 
condition. Only occasionally in the male 
will cutting procedures, open or endo- 
scopic, be necessary to enlarge the stric- 
ture or replace it by plastic procedures. 

The external portion of the female 
urethra, deprived of estrogen stimula- 
tion after menopause, is weakened and 
prone to inflammatory damage. If this 
weakness leads to extrusion of the en- 
tire circumference of the urethra a ure- 
thral prolapse exists. Most of these are 
asymptomatic, but if they become acute- 
ly inflamed or necrotic they should be 
excised. A urethral caruncle often is 
manifest in these elderly women caus- 
ing bleeding and discomfort particularly 
when seated. This is a small benign el- 
liptical strawberry colored mass, sessile 
or pedunculated, situated on the poste- 
rior wall of the external meatus. Such 
caruncles are not precancerous. They 
are readily excised or destroyed by cau- 
tery under local anesthesia. 

The local use of estrogens, such as 
Premarin cream, applied to the area 
twice a week indefinitely, will strength- 
en the tissue and may relieve the symp- 
toms. These atrophic, postmenopausal 
changes may cause urinary burning, and 
local estrogen therapy will benefit the 
patient. 

Urethral diverticula may account for 
recurrent infections, pain, a mass in the 
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urethra, or difficult urination. Surgical 
excision via the vagina is the treatment. 

Urethrotrigonitis, or irritative voiding 
sensations in the absence of infection or 
other local lesions, is generally a com- 
plex functional disturbance and re- 
sponds only moderately well to local in- 
stillations or to sympathetic understand- 
ing and judicious use of sedatives and 
tranquilizers. 


The Penis and Scrotum 


Most problems relating to the penis in 
the aged involve the presence of the 
foreskin. Inflammatory lesions, balano- 
posthitis, may lead to phimosis or para- 
phimosis, necessitating a dorsal slit or 
circumcision. Resistant or recurrent in- 
fection of the foreskin and glans penis 
may be the first indication of diabetes. 

Carcinoma of the penis. Carcinoma of 
the penis occurs in uncircumcised men 
who have not maintained good hygiene 
of this region. Treatment of carcinoma 
of the penis is partial or total amputa- 
tion of the penis. 

The problems of the scrotum are pri- 
marily concerned with masses which 
may give rise to discomfort because of 
their size and weight and also because 
they may distort the urethra, making 
catheterization difficult. Neoplasms are 
uncommon in the aged. Of a series of 
113 testicular neoplasms studied in our 
clinic, only 9 occurred in patients over 
60 years of age. Excluding hernias, the 
benign masses are hydroceles and sper- 
matoceles. If these are asymptomatic no 
therapy is required. If they cause dis- 
comfort, surgical excision may easily be 
performed. If they distort the urethra, 
preventing catheterization, aspiration 
may be done as a temporary expedient. 
Aspiration, however, is generally suc- 
ceeded by a re-accumulation of the fluid 
and may introduce infection. 
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Impotence and the 
Male Climacteric 


Sexual drive and ability is individually 
variable at all ages. Factors leading to 
loss of erectile ability with increasing age 
are complex, poorly understood, and en- 
compass physical, psychic, and perhaps 
hormonal elements. Some individuals 
enjoy undiminished sexual desire and 
ability into their 70s and 80s. General 
debility; specific neuropathies such as 
diabetes mellitus, lues, and pernicious 
anemia; local lesions of the lower geni- 
tourinary tract; hormonal insufficiency 
secondary to testicular atrophy or re- 
moval; arterial vascular disease of the 
lower aorta; therapeutic agents such as 
estrogens and sympathetic-blocking anti- 
hypertensive drugs; depressions and oth- 
er psychic disturbances; and spouse in- 
compatibility may contribute individ- 
ually or jointly to impotence. Transi- 
tory sexual rejuvenation of short dura- 
tion may occur in inflammatory condi- 
tions of the posterior urethra such as in 
prostatitis or during the healing stage 
after prostatic surgery. Sympathy and 
understanding are about the best we 
have to offer the impotent elderly male. 
The use of androgenic substances is gen- 
erally not advisable. The presence or 
suspicion of prostatic carcinoma is a defi- 
nite contraindication. If moderate or se- 
vere cardiovascular disease is present, 
the impotence is beneficial, as sexual 
activity may result in acute cardiovascu- 
lar accidents in these persons. 

The male climacteric is not as well 
defined as that in the female, but it does 
at times occur, at various ages, and may 
give rise to emotional instability, depres- 
sion, loss of libido as well as other in- 
terests, and even vasomotor instability 
with hot flashes. Judicious use of andro- 
gens in well selected cases may occa- 
sionally give satisfying results. 
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Age and 
automotive 
accidents 


DONALD P. KENT and 
GERALDINE B. NOVOTNY 
STORRS, CONNECTICUT 


The elderly driver has been accused 
of being a road hazard and of being 
responsible for more than his share 
of the ever-mounting number of 
automotive accidents. Examination 
of existing data and studies reveals 
insufficient evidence to warrant this 
conclusion. Periodic examinations 
and other measures designed to de- 
crease accidents are appropriate for 
all age groups. To single out the 
aged is discriminatory. 


DONALD P. KENT is director and GERAL- 
DINE B. NOVOTNY is departmental as- 
sistant, Institute of Gerontology, Uni- 
versity of Connecticut, Storrs. 
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@ Almost without exception during the 
past two decades, there has been a yearly 
increase in the number of automotive 
accidents. This spiraling number has 
reached appalling size and has prompted 
a nationwide search for means to reverse 
the trend. Both mechanical and human 
factors are being scrutinized. This search 
for causes has turned the spotlight upon 
elderly drivers, with many people accus- 
ing them of being road hazards.1% It is 
our contention that facts now available 
do not support this conclusion and that 
this view of older drivers stems from an 
unrealistic stereotype. 


Statistics 


Detailed records of motor vehicle acci- 
dents are relatively recent, as is state 
supervision of automobiles and their op- 
erators. For example, motor vehicle reg- 
istrations were required by law in Con- 
necticut for the first time in 1903, when 
1,353 automobiles were reported; 1907 
marked the first year operators’ licenses 
were required, and not until 1917 were 
examinations required. 

In the same state, traffic reports were 
required for the first time in 1918 on 
all accidents causing personal injury and 
those involving at least $10 property 
damage. At that time, 92,605 vehicles 
were registered and 1,928 accidents were 
reported, with 209 fatalities. Ten years 
later, accidents resulting in damages less 
than $25 were not reported any more, 
and, as of 1951, damages of $100 or less 
were no longer reportable. 

During the period covered by these 
records in Connecticut, the number of 
cars increased from 92,605 in 1918 to 
1,144,913 in 1959. The number of traf- 
fic accidents reported jumped from 
1,987 to 33,393. Proportionately, the 
number of accidents as related to the 
total number of motor vehicles on the 
road is about the same today. 
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In 1918, 103,657 operators were li- 
censed. That 209 persons were 
killed in automobile accidents. The 
number killed on the highways rose to 
an all-time high of 485 in 1935, with 
438,951 licensed operators. In 1959, there 
were 1,404,642 licensed drivers on the 
highways, and the number of dead due 
to automobile accidents was 248, a record 
of which one cannot be proud. The num- 
ber of injured rose from 11,590 in 1949 
to 20,595 in 1959.4 

The national picture is equally appall- 
ing. The National Safety Council reports 
about 18 million drivers involved in ac- 
cidents in 1959.5 The monetary cost runs 
to billions. More distressing, however, is 
the fact that 46,000 persons were killed 
and almost 5 million injured seriously 


year, 


enough to need medical attention or to 
restrict their usual activities for at least 


a day.® 


Safety Measures 

Paralleling the growing number of mo- 
tor vehicle accidents has been increased 
public concern, resulting in miles of im- 
proved roadways and safer automobiles. 
Road hazards and poorly marked roads 
have given way to newer designs devel- 
oped by highway engineers. Today, rel- 
atively accidents are caused by 
faulty roads. In 1959, of a total of 
33,393 accidents in Connecticut, only 43 
were attributed to defective highways.* 
Although such natural hazards as ice, 
sleet, and snow continue to play a part, 


few 


modern road construction has minimized 
even these. 

At the same time, automotive engineers 
have built into cars a number of safety 
features, including better lighting, im- 
proved brakes, more responsive and re- 
liable steering mechanisms, better tires, 
and other features designed to reduce 
either accidents or fatalities from acci- 


dents. A survey of Connecticut motor 
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vehicle reports indicates the benefits de- 
rived from these improvements. Of the 
33,393 accidents reported in Connecticut 
for 1959, 1,243 were caused by faulty 
equipment or defective brakes. This rep- 
resents less than 4 per cent of the total. 

Reports of other states indicate the 
same trend. Of 11,777 accidents in Ver- 
mont in 1959, only 121 were caused pri- 
marily by mechanical defect, 174 by ice 
and snow, 39 by miscellaneous road 
fault, and 77 by tire failure. In contrast, 
more than 10,000 Vermont accidents 
were due to human failure.? Maine re- 
ports 15,567 accidents in 1959. Of these, 
only 607 were attributed to defective 
equipment.’ Of New Hampshire’s 13,061 
accidents in 1959, 11,823 were caused by 
human fault.® 

Obviously, major reductions in acci- 
dents can come only from lessening the 
factor of human error. The American 
Medical Association has stressed this, 
stating: ““The key to ultimate success in 
automobile accident prevention lies in 
the driver—his intelligence, his sense of 
personal and social responsibility, his 
reactions to various stimuli in normal 
under and _ his 
driving ability in good health and in 


conditions and stress, 


illness.’’1° 


The Elderly Driver 
Since the human factor is decisive, an 
examination of the relationship of age 
to driving ability is logical. However, 
there has been no definitive study; rath- 
er, there has been a rash of speculation 
with only slight reference to facts or very 
limited study. This absence of research 
has not deterred many from pointing an 
accusing finger at the older driver. Phys- 
ical examinations have been urged for 
elderly drivers, and several states now 
require driver examinations for elderly 
persons seeking to renew licenses. 

The National Safety Council' notes: 
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The strengthening of licensing requirements, 
both for obtaining and retaining the driving 
privilege, is designed for increased public wel- 
fare and is equally applicable to all persons who 
desire to operate motor vehicles. However, some 
states—Maine, Delaware, Illinois, Indiana, New 
Hampshire, and the District of Columbia—re- 
quire complete re-examinations upon renewal 
of the driving privilege when stated ages are 
reached, usually 65 to 70 years. . . . In addi- 
tion, 17 states require that all applicants for 
renewal complete some portion or all of the 
license examination. 

The first state to require senior drivers 
to take an examination was Massachu- 
setts, which did so in the early 1930's. 
The examination applied to all persons 
over 65, but this program was discon- 
tinued in 1937. Virginia and New Jersey 
discontinued similar plans in 1954. 

The National Safety Council’s recom- 
mendation for drivers’ license renewal 
examinations is: 

. Not to single out the senior driver for 
special attention because of age, but because of 
evidence that his driving skills may have deteri- 
orated since the last examination. This would 
seem to be a reasonable assumption and _ re- 
quirement based on traffic accident and _ viola- 
tion experiences of the older driver. This prac- 
tice reveals those who cannot or will not keep 
their driving abilities at a good level of profi- 
CIENCY e's 3. sid Accident facts developed by traffic 
records systems tend to support the contention 
that senior drivers can be expected to become 
a concern in traffic as they grow older. 

The distinguished director of the 
Northwestern Traffic Institute writes in 
a similar vein:? “For the senior driver 
whose vision deteriorates steadily, whose 
reaction time is slowed, whose attention 
is easily distracted, whose frailty of heart 
and body places him in great jeopardy 
on the highway, some licensing meas- 
ures will have to be taken.” 

Lowell S. Selling? points out that 
there are 2 accident-prone groups, those 
16 to 21 years of age and those 60 years 
of age and up. People under 65, he says, 
have highly diversified handicaps and 
perhaps no more than 30 per cent of 
them should be ruled off highways. A 


GERIATRICS, JUNE 1961 


majority of those 65 years and over are 
incompetent from some standpoint. 

The National Safety Council! predicts 
that “The senior citizen desiring to op- 
erate a motor vehicle will find that he 
must face rather rigid regulations as the 
senior driver population increases. He 
must accept this fact for the safety of 
other users of highways, but he should 
not despair.” 

Such a prediction poses the questions: 
Who is the safest driver? Which age 
group has the most accidents? Are older 
drivers a traffic menace? Is there a prac- 
tical way of limiting licenses of older 
people? 


Accident Index 


One measure of safety is the Accident 
Index,® which is the ratio of the per 
cent of accidents to the per cent of driv- 
ers in any given category (table 1). In 
1959, there were 84 million licensed 
drivers in the United States. The data 
by age groups show that the accident 
index for drivers between 60 and 69 is 
well below the national safety average, 
while that for those above 70 equals the 
national average. Drivers below the age 
of 20 the poorest record, and 
drivers up to 30 have a poorer record 
than those over 75. 

A comparison of Connecticut data 
with those of the National Safety Coun- 
cil indicates a similar pattern. Teen- 
agers are 3 times as accident prone as 
the average. As in the national picture, 
older drivers have an accident rate 
lower than those below 30. 

The weakness of the Accident Index 
measure is that it fails to take into ac- 
count the number of miles driven. While 
old persons have far fewer accidents 
than teen-agers, they may well do much 
less driving. Few studies of accidents per 
miles driven have been made. Professor 
McFarland!! of the Harvard 


have 


Ross 
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TABLE 1] 





Accident Index by Age of Driver, 1959 

















Drivers in accidents Accident 
Age All drivers Fatal All index* 
group Number | % Number % Number % Fatal All 
Total 84,000,000 100.0 46,000 100.0 18,000,000 100.0 1.09 1.00 
Under 20 6,000,000 | t PY | 5,350 11.6 2,340,000 13.0 1.61 1.81 
20-24 9,400,000 | 11.2 | 7,700 16.8 2,700,000 15.0 1.50 1.34 
25-29 10,700,000 | 12.7 6,150 13.4 2,540,000 14.1 1.06 14 
30-34 10,500,000 | 12.5 5,300 13 2,020,000 The 92 .90 
35-39 9,700,000 | 11.6 | 4,200 9.1 1,840,000 10.2 78 .88 
40-44 8,700,000 10.3 | 4,100 8.9 1,620,000 9.0 .86 .87 
45-49 7,600,000 | 9.1 | 3,600 7.8 1,450,000 8.1 86 89 
50-54 6,600,000 | 7.8 | 2,700 Fy] 1,120,000 6.2 716 19 
55-59 5,200,000 6.2 | 2,100 4.6 860,000 4.8 714 ag. 
60-64 3,900,000 | 4.7 | 1,800 3.9 610,000 3.4 .83 ‘Te 
65-69 2,600,000 3.3 | 1,350 2.9 | 540,000 3.0 94 97 
70-74 1,800,000 2.1 | 960 2.1 200,000 1.1 1.00 52 
75+ 1,300,000 | i | 700 | 1.5 160,000 9 1.00 .60 
| 











= Ratio of per cent of accidents to per cent of drivers. 1.00 is average. The larger the ratio, 


the poorer the experience. 


School of Public Health has studied ac- 
cidents and miles driven. He writes: 

Analysis reveals that drivers between 16 and 
20 years of age drive less than one-fifth as far 
per fatal accident as drivers between 45 and 50 
years of age. Beyond this age, however, the 
fatality rate increases, until at the age of 65, 
the driver is as unsafe as the 25-year-old one. 
[Italics added]... 
authorities believe that accident 
quencies increase as persons grow older. It is 
open to question, however, whether this trend 
is demonstrated in the statistical records com- 
piled thus far... . 

There is little likelihood that an age limit 
can ever be established in regard to driving an 
automobile. It would be very convenient for a 
licensing bureau to follow a pre-established law 
that no one can drive after 70 years of age. 
At present there is no evidence to support such 
a law because of the variation between 
individuals in driving ability. 


Some fre- 


wide 


Even though the evidence indicates 
that older drivers cause relatively few 
accidents, critics maintain that the aging 
process brings certain physical changes 
which seriously impair driving ability. 
They point to poor vision, impaired 
hearing, slow reactions, frailty of heart 
and body, and confused mental state. 
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(National Safety Council, Accident Facts, 


1960). 


Impairments and Effect on Driving 

There is no question that, with the pass- 
ing of each year of life, there are physi- 
cal and psychologic decrements. How- 
ever, the crucial questions to be raised 
with respect to automotive safety are 
these: To what extent do these impair- 
ments interfere with driving ability? To 
what extent may other factors compen- 
sate for these impairments? To what ex- 
tent are these impairments found in age 
groups other than those over 65? How 
can these impairments and their effects 
upon driving be measured? Are there 
more serious impairments common to 
other age groups being ignored? Let us 
look at these questions and the data 
available. 

Impaired vision. It is an established 
fact that most older persons have im- 
paired vision. The National Health Sur- 
vey'* reports that 74 per cent of all per- 
sons over 65 have some visual impair- 
ment. The Motorists’ Vision Committee 
of the American Optometric Association 
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states!® that “80 per cent of drivers 60 
years and over have visual problems 
which make them a risk on the high- 
ways.” 

At first blush, this would seem to con- 
stitute good grounds for limiting the 
older driver. However, one must con- 
sider other factors. The data cited fail 
to note the extent to which these visual 
handicaps may be corrected by specta- 
cles. While pointing up the visual prob- 
lems of the aged, they fail to note that, 
for most persons, visual acuity decreases 
after the third decade of life. In the 45 
to 65 year group, 18 per cent have visual 
impairment. While this is a consider- 
ably smaller percentage than is found 
among persons 65 years of age and over, 
in terms of the number of people af- 
fected, there are many more persons in 
the middle-age group. There are only 
833,000 persons over 65 with visual im- 
pairment in the estimated population in 
the Health, Education, and Welfare sur- 
vey,!? in contrast to 965,000 persons 
with visual impairment between the ages 


of 25 and 64. Surely, if we are seeking 


to weed out those whose visual acuity 
has been affected, it is as important to 
eliminate the potential hazards in the 
middle-aged group as in the elderly 
group. 

Reaction times. What of reaction time, 
the period elapsing between the appear- 
ance of a signal and the beginning of a 
response? Data indicate that reaction 
time decreases with age. Differences in 
reaction time by age are demonstrated 
in table 2. 

The average person in his eighth dec- 
ade has a reaction time in response to 
light that is 9.6 per cent slower than 
that of the average teen-ager. The re- 
sponse to sound is 9.2 per cent slower 
for the aged and 11 per cent for brake 
reaction time. 

While there is no question about this 
decline in reaction time with age, the 
factors of overlap and compensation 
must be kept in mind. In this regard, a 
physician observes: 1 

A number of researches on aging have shown 
that, on the average, the years after 30 bring a 
decline in the ability to perform motor acts 
with the hand or foot, with both high speed 





























TABLE 2 Simple Reaction Times (in seconds) * 
Author Type of reaction Teens 20's 30's 40's | 50's | 60's | 70's 
bo Ave 2 =5 iA ent a HERES Sle ro) Pde a ' 
| | 
Galton (1899) | Press key in 0.187 | 0.182 | 0.181 | 0.190 | 0.186 | 0.206 | 0.205 
see also | response to | | 
Koga and | light | 
Morant (1923) | | | 
| 
Press key in 0.158 | 0.154 | 0.158 | 0.159 | 0.157 | 0.167 | 0.174 
response to | 
sound a | 
DeSilva Brake reaction | 0.418 | 0.418 | 0.428 | 0.442 | 0.455 | 0.465 
(1936) time (transfer 
foot from ac- 
celerator to 
brake in re- 
sponse to red | 
light) 
* Adapted from WELFORD, A. T.: Psychomotor performance, in BIRREN, J. > (editor) : Hand- eae Tk 
book of Aging and the Individual, Psychological and Biological Aspects. Chicago: University of 
Chicago Press, 1959. 
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and high accuracy. This decline is gradual and, 
as with strength and all other physiological and 
psychological characteristics of the person, there 
is much overlapping between age groups in 
these abilities. Although men, 60, may not be 
as good on the average as they were at 30, 
many 60-year-olds may be better than the aver- 
age man at 30. The significance of this decline 
for the driver is also questionable in view of 
the fact that there are other which 
the purposes of driving can be achieved besides 
quick and sure reactions. A young driver may 
meet an emergency because he can lift his foot 
from the accelerator and apply brake pressure a 
quarter or a half second faster than an older 
man, but the older man may handle the same 
situation as successfully by beginning to slow 
down three seconds earlier, before the situation 
becomes critical. Wisdom, judgment, caution and 
such over-all characteristics may compensate for, 
or make less important, the losses in speed and 
precision which go with age. 


ways in 


are serious 


about eliminating drivers whose _ reac- 


Drinking driver. If we 


tion time has been slowed, then we must 
look not only to the aged driver but also 
to the drinking driver. This would in- 
clude not only the heavy drinker but 
also the social drinker. 

Alcohol is, of course, a depressant 
which reduces reaction time; 3 or 4 bot- 
tles of beer (containing 4 per cent alco- 
martinis (100 or 
130 cc. of spirits containing 40 per cent 


hol by volume) or 2 


alcohol by volume equal to 0.55 gm. of 
alcohol per kilogram of body weight on 
the average) alcohol concentra- 
tions in the blood of 0.04 to 0.06 per 


cause 


cent and a deterioration in driving per- 
formance of expert drivers of between 
25 and 30 per cent.'4 

Other studies have shown that, when 
the alcoholic concentration in the blood 
stream reaches 0.05 per cent, there is an 
average impairment of 35 per cent. Con- 
centrations as small as 0.035 per cent 
can produce significant impairment. Dr. 
Ross McFarland notes that, for the aver- 
age person weighing 150 lb., the first 
state of impairment—0.05 per cent alco- 
hol in the blood stream—would be 
reached after 2 oz. of whiskey or 2 bot- 
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tles of beer.15 The reaction time of a 


person who has had 2 bottles of beer is 
thus much slower than that of the aver- 
age 70-year-old driver. 

Hearing loss. As far as hearing is con- 
cerned, the rate of impairment for per- 
sons over 65 is about 256 per 1,000 per- 
sons and for those between the ages of 
45 to 65, 52 per 1,000 persons. In actual 
numbers, only 2,479,000 persons over 65 
have impaired hearing and 2,742,000 
persons between the ages of 25 and 64 
have impaired hearing, according to the 
National Health Survey.!* Again, if it is 
important to test persons over 65, it is 
equally important to test persons under 
65. 

One must also remember that many 
people learn to compensate for defects. 
In discussing deafness, the American 
Medical Association’ explains: 

Although deafness is a handicap in the safe 
operation of a motor vehicle, usually it is com- 
pensated for quite well. The deaf driver, being 
fully conscious of his disability, tends to be 
cautious and fully alert at all times. Moreover, 
the use of an outside rear view mirror is of 
great value. . The wearing of hearing aids 
has not proved practical in noisy commercial or 
passenger transport vehicles. However, in 
the operation of private vehicles, patients who 
successfully wear hearing aids frequently find 
the hearing aid most useful. 

Other defects. With regard to frailty, 
the American Medical Association 
enumerated a number of diseases which 
play a part in driving ability, including 
diabetes, thyroid diseases, and cardiovas- 
cular diseases. While common among 
older people, these ailments are also 
widespread among human beings of all 
ages. It makes little sense to single out 
one segment of the population afflicted 
with disease while ignoring a_ larger 
number in other age groups. 

Many critics of senior drivers have a 
stereotyped view of the aged which does 
not correspond to reality. They picture 
them as decrepit, feeble, or senile. Ac- 
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tually, most of them are in pretty good 
health. Older people see physicians reg- 
ularly and are alerted to any defect. ‘The 
National Health Survey of 1958 shows 
that the average number of physician 
visits annually among the elderly is 
about 7; for those between the ages of 
25 and 64, the average number is 5. 
Because of frequent contact with physi- 
cians, the older person is probably bet- 
ter apprised of his abilities and limita- 
tions than the younger person. 

Tests. Equally important are the 
questions: Have we valid tests for phys- 
ical and psychologic characteristics that 
are pertinent to driving ability? How 
thorough can tests be when they must 
be designed to be given to hundreds of 
thousands? 

The American Medical Association! 
advises caution with respect to tests and 
cites perception as an example: 

The patient’s perception of what he sees is of 
great importance [in driving]. As yet, however, 
there is no practical way of testing for percep- 
OR. <3. 0 3 At present there is no uniformity of 
opinion regarding the safe driving ability of 
individuals with visual acuity between 20/40 
and 20/70. Furthermore, there are no scientific 
data available which permit the establishment 
of fixed standards. . . . Individuals with mark- 
edly constricted fields [of vision] such as those 
suffering from severe glaucoma or retinitis pig- 
mentosa with peripheral blindness are unfit for 
safe driving and should be advised not to 
drive. . . . Tests for depth perception are in- 
adequate at this time. 

Analysis indicates that the major cause 
of accidents is not physical defect but 
poor judgment and emotional stress. 
There is no evidence that poor judg- 
ment is the exclusive property of any 
age group, which leads to the conclu- 
sion that, “As yet, only limited reliable 
data are available to aid in identifying 
drivers most likely to become involved 
in accidents. The characteristics most 
clearly related to repeated accidents or 
high accident rates are very low intel- 
ligence, youthfulness, and a personality 
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make-up featured by egocentricity, ag- 
gressiveness, antisocial trends, and social 
irresponsibility.”1° 


Conclusions 


It seems to us that one is compelled by 
logic to these conclusions: (1) There is 
insufficient evidence to warrant the con- 
clusion that older people as a group are 
more accident-prone than younger peo- 
ple; (2) Since the physical and _psycho- 
logic decrements that come with age 
begin early in life and vary greatly with 
individuals, it seems poor policy to set 
apart any age group as a high-hazard 
group; (3) There are serious questions 
about the validity and feasibility of tests 
for older people; and (4) It seems in- 
consistent with democratic philosophy 
to single out one group for special ex- 
amination when the same traits are pre- 
sented in substantial numbers in other 
groups. 
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A study was made of the results of 
specific immediate treatment of 
cerebral infarction occurring dur- 
ing the years 1952 through 1958 in 
patients admitted to the Ashford 
Hospital, Middlesex, England. 
These results have been analyzed, 
and indications are given for anti- 
coagulant treatment, listing the 
dangers of and contraindications to 
this form of therapy. 
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Pa In recent years, there has been a 
revival of interest in the treatment of 
cerebral infarction, attended by some in- 
crease in knowledge of the etiology, 
pathology, and mechanics of this con- 
dition. Formerly, treatment was confined 
to three main objectives: (1) preserva- 
tion of life, (2) prevention of nursing 
disasters, and (3) rehabilitation of the 
disabled patient. No real attempt at in- 
fluencing the occlusion or its effect on 
the brain was made until 1934, when 
Leriche and Fontaine! suggested that 
stellate ganglion block would improve 
the blood supply of an infarcted brain 
and lessen the hemiplegic disability even 
in longstanding cases. Since that time, 
this and other methods, which may also 
involve the use of powerful and danger- 
ous drugs, have been widely studied and 
employed, but the present position is 
still far from clear, and medical opinion 
is sharply divided on the dangers and 
results of treatment. 

In view of this, it was decided to study 
all patients under 80 suffering from 
cerebral infarction who were admitted to 
the Ashford Hospital, Middlesex, in the 
seven-year period from January 1952 to 
January 1959. Owing to the generosity 
of my collegues, this has been a personal 
series, and some of these patients have 
already been the subject of previous re- 
ports. 


Definition and Etiology 


Cerebral infarction is here defined as an 
ischemic condition of the brain produc- 
ing a persistent focal neurologic deficit 
in the distribution of one of the major 
cerebral arteries. Consciousness may or 
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may not be lost; there may be clinical 
evidence of an embolic source; and there 
shculd be no clinical evidence of cere- 
bral contusion, abscess, or hematoma. 
The cerebrospinal fluid is almost always 
normal to the naked eye. 

For many years, this condition was 
considered to be caused by either cere- 
bral embolism or cerebral thrombosis, 
depending on the speed of onset of 
symptoms and the presence or absence 
of an embolic source. Even this diagnosis 
was inferential, and that which seemed 
a classical embolism could not always be 
substantiated as such at autopsy. It now 
appears that other conditions besides 
these may produce infarction of the 
brain. 

First, in many patients with cerebral 
infarction, it has been impossible to 
demonstrate any clot either on arteriog- 
raphy* or at autopsy, although later 
work® has suggested that some small 
proved thrombotic lesions escape arteri- 
ographic diagnosis and another still later 
report’ has shown that, at autopsy, small 
clots are often destroyed by the practice 
of cutting the brain while soft. It is 
therefore probably unjustifiable to say 
that clotting has not occurred because no 
clot has been found. 

Second, considerable attention has 
been focused on the internal carotid and 
vertebral arteries in the neck, and many 
studies have been made on the effects of 
arterial occlusion in this region, with 
reviews by Symonds’ in 1957 and the 
classical studies of Hutchinson and 
Yates? in 1957. There seems no doubt 
that arterial occlusion in the neck may 
produce cerebral infarction without a 
cerebral clot. 

Third, arteriosclerotic disease of the 
brain has been shown to produce a state 
of general cerebral vascular insufficiency, 
which may proceed to a particular and 
selective ischemia or infarction by rea- 
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son of focal arterial narrowing combined 
with systemic hypotension.!° In this re- 
spect, the experimental work of Meyer 
and Denny-Brown!! in 1958 is of inter- 
est. They showed that, in monkeys, col- 
lateral circulation of the brain is at first 
opened up by lowering intraluminal 
pressure but that, when this pressure 
falls below the critical level of 50 mm. 
Hg, the whole system collapses and a 
reversible ischemic anoxia of the brain 
is converted without thrombosis or em- 
bolism to irreversible infarction. In 
spite of this, the experience of Adams? 
in 1958 suggests that this is an uncom- 
mon cause of major cerebral infarction 
and one often accepted too easily at post- 
mortem. He suggests that if the arterial 
tree from aorta to infarct is carefully 
examined and an assiduous search is 
made for the source of embolism, some 
evidence of thrombotic occlusion of the 
vessel supplying the infarct will be 
found in the vast majority of cases. 

In view of these differing etiologies, it 
would be as well to define the terms used 
to describe the condition under discus- 
sion. The term “cerebral thrombosis” is 
commonly used with reference to the 
syndrome of cerebral infarction without 
embolism and has become such a part 
of current medical terminology that it 
will be difficult to discard altogether. 
Perhaps it may still loosely be used for 
patients suffering from cerebral infarc- 
tion despite the fact that actual clot- 
ting may not have occurred and the site 
of the occluding lesion may not have 
been. cerebral. This use of the term 
would be difficult to defend were it not 
that true cerebral thrombosis, focal vas- 
cular insufficiency, and carotid, or even 
vertebral, arterial occlusion may be clin- 
ically indistinguishable from each other. 
“Cerebral infarction” is obviously more 
correct but has the disadvantage of in- 
cluding patients with cerebral embolism, 
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FIG. I. Mortality of cerebro- 
vascular disease from 1944 
through 1957. Figures given 
by the Registrar General for 
England and Wales. 








and although the term “cerebral throm- 
boembolism” accepted 
widely in North America, the possible 
difference of response to treatment of 
the two syndromes makes this conjoined 


is used and 


term undesirable except as a provisional 
diagnosis. The alternative is ‘“nonem- 
bolic cerebral infarction.’’* This phrase 
is a little clumsy and not always correct, 
as it takes no account of symptoms pro- 
duced by the distal embolism of a cere- 
cervical arterial thrombus. It 
therefore be retain 
“cerebral thrombosis” as the provisional 


bral or 


may necessary to 
descriptive term for cerebral infarction 
not obviously due to embolism until fur- 
ther investigation has suggested a more 
correct description of the lesion. 
The use of the word ‘stroke’ is less 
easy to defend. It is unscientific, often 
terrifying to the patient and his relatives, 
often inaccurate and rarely helpful to 
the practicing physician, and its only 
advantage is that it is a short description 
of anything happening suddenly to the 
blood vessels of the brain. Much con- 
fusion has arisen in the past because 
“stroke” has been used for the state and 
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depth of unconsciousness due to cerebral 
vascular lesions; for the extent of the 
neurologic deficit therefrom; for the first 
symptoms, that is, onset of brain damage; 
and for the whole event itself, including 
all of the foregoing parts. Moreover, the 
term has included all types of pathologic 
lesions from hypertensive cerebral crisis 
through embolism and thrombosis to 
every sort of intracranial bleeding. 

It might be as well therefore to ban- 
ish the word altogether from neurologic 
terminology, just as the term “heart at- 
tack” has been dropped by physicians 
interested in cardiology. If any general 
phrase is necessary, the all-embracing 
term ‘cerebral vascular lesion” could be 
applied by the general practitioner to 
patients suffering from any nontrauma- 
tic cerebral catastrophe until more exact 
diagnosis can be obtained. 


Incidence 


Incidence of cerebral infarction has 
risen in the last decade alongside the re- 
cent increase in degenerative arterial dis- 
ease noted by all physicians in North 
America and Western Europe. The 


GERIATRICS, JUNE 1961 

















Sex and Etiology of Patients Admitted to Ashford 











TABLE | 
Hospital With Acute Cerebral Vascular Lesions 
Number 
Year of Men Women Embolism Thrombosis Hemorrhage 
patients 
1952 140 70 70 16 54 70 
1953 154 a5 719 18 62 74 
1954 134 59 Fis} 15 47 #2 
1955 140 65 AS 9 61 70 
1956 140 67 73 9 63 68 
1957 147 70 77 10 66 71 
1958 147 72 75 8 72 67 
Total 1002 478 524 85 425 492 





figures given by the Registrar General 
applying to deaths from strokes in the 
British Isles show that, while the num- 
bers of patients dying from cerebral 
hemorrhage have not risen greatly, those 
dying from cerebral thromboembolism 
have doubled (figure I) . It is reasonable 
to assume in such a disabling and often 
fatal condition that the morbidity fig- 
ures follow closely the mortality figures, 
so that we must expect to see a consider- 
able increase in the number of patients 
admitted to hospitals suffering from the 
effects of cerebral infarction. ‘This has 
not been so in my own series, which, 
although comprising all patients ad- 
mitted to a general hospital situated 20 
miles west of London, may not be ex- 
actly representative as my numbers are 
limited by my ward accommodation in 
the hospital, which is full for approxi- 
mately nine months of the year. 

In the present series, 1,002 patients 
under the age of 80 with the clinical 
diagnoses of acute cerebral vascular le- 
sions were admitted to the Ashford Hos- 
pital, Middlesex, during the seven years 
1952 to 1958, inclusive (table 1). Of 
these, 510 were thought to be suffering 
from cerebral infarctions, and these pa- 
tients form the subject of the present 
enquiry. The figures seem very consistent 
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from year to year and show that cerebral 
infarctions account for just over half of 
the strokes and cerebral embolisms for 
less than a tenth. American figures differ 
from these and suggest that thrombosis 
accounts for 65 per cent; embolism for 
5 per cent; and hemorrhage, including 
subarachnoid hemorrhage, for 30 per 
cent of all strokes.!* Glynn’s series! is 
more in accordance with the present re- 
port. He reviewed the consecutive admis- 
sions of patients with cerebral vascular 
disease to a general hospital in London 
over four years and found that 56 per 
cent were suffering from cerebral throm- 
bosis, 36 per cent from hemorrhage, 3 
per cent from embolism, and 5 per cent 
were undiagnosed. 

With regard to population morbidity, 
this series shows some interesting age 
and sex distribution features. There is a 
general assumption that men suffer more 
frequently from cerebral infarction than 
women, and American figures support 
this supposition,'!*1415 although the 
English series recorded by Glynn'® of 
315 patients admitted to St. Mary Ab- 
bott’s Hospital, London, agrees with 
this report, which suggests that the num- 
bers are fairly equally divided between 
the sexes. 

In an attempt to understand and ex- 
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Fic. . Relationship between age and sex 
in patients with cerebral infarctions. 


plain this discrepancy, the sex-age rela- 
tionship was analyzed for the years 1955 
to 1958, inclusive, (figure II) and 
showed that, until the age of 69, men 
outnumbered women by 82 to 56, where- 
as, from 70 to 79, women outnumbered 
men by 74 to 50. Added together, the 
figures for these years were 132 men and 
130 women. It is suggested that the var- 
iation in incidence reported by different 
authors is due to patient selection. Re- 
ports from England concerning cerebral 
infarction have come mostly from the 
nonteaching hospitals which accept all 
cases sent in by local general practi- 
tioners, whereas teaching hospitals nat- 
urally refuse the older patients, if pos- 
sible, owing to the difficulties and delays 
encountered in arranging for their dis- 
charge. 

The cause of the later onset of cere- 
bral infarction in women as compared 
with men may be in part due to the fact 
that more women than men survive to 
an older age. Examination of the sur- 
vival rates given by the Registrar Gen- 
eral for England and Wales shows that 
this cannot be the whole answer, since 
the proportion of women to men who 
survive to the age of 79 is 4 to 3, and the 
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swing in this series from approximately 
4 men to 3 women below 70 to 2 men 


to 3 women is vastly greater than would 
occur with normal survival rates. One 
possibility is that atheroma begins to 
appear later in women than men owing 
to estrogenic protection up to the men- 
opause, and this would certainly agree 
with the sex incidence of cerebral in- 
farction in this series. 


Cause and Distribution of Infarction 


In the 85 patients with cerebral embol- 
ism, the diagnosis was made on the very 
sudden appearance, often within seconds, 
of hemiplegia, hemianopsia, or aphasia 
in patients who had auricular fibrilla- 
tion, subacute bacterial endocarditis, re- 
cent coronary thrombosis, or mitral 
stenosis with sinus rhythm. It is, of 
course, possible for such patients to have 
other cerebral disorders producing neu- 
rologic deficit, but, when a very sudden 
unilateral cerebral lesion occurs during 
the waking hours in a patient with a 
known source of potential emboli, it 
seems reasonable to accept the diagnosis 
of cerebral embolism. A lumbar punc- 
ture was done in every case in an at- 
tempt to exclude a hemorrhagic lesion. 
The total cases of cerebral embolism are 
analyzed in table 2, and the lowered in- 
cidence since 1954 is apparent as is also 
the change in etiology with cardiac in- 
farction tending to replace mitral ste- 
nosis as the most common underlying 
heart lesion, as shown in table 3. The 
distribution of infarction in the 85 pa- 
tients with cerebral embolism was mid- 
cerebral in 77—right hemiplegia in 32 
and left hemiplegia in 45—posterocere- 
bral in 4, anterocerebral in 1, and verte- 
bral-basilar in 3. 

In the case of the 425 patients with 
cerebral infarction not obviously due to 
embolism, the diagnosis was made on the 
appearance of a persisting focal neuro- 
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TABLE 2 


Analysis of Patients With Cerebral Embolism 

















Year — Men Women ee h et: h ant : h ne : 
patients (years) ats as hi ie 
1952 16 5 11 52. 5 10 ] 
1953 18 7 ‘7 50 6 10 2 
1954 Ww 5 10 48 5 8 2 
1955 9 4 5 ao 4 > None 
1956 9 4 5 56 4 4 ] 
1957 10 4 6 oo, 5 4 ] 
1958 8 = > =p) 3 4 1 
Total 85 32 a3 a3 32 45 8 





logic disorder in the distribution of one 
of the major cerebral arteries without 
any evidence of embolic source or any 


disability at all, attacks of trancient cere- 
bral ischemia before infarction, or a 
classical complete “midcerebral type” in- 





history of preceding head injury and _ farction without warning. Similarly, it 

f with cerebrospinal fluid normal to the is often impossible to distinguish clin- 

. naked eye. In addition, there was no _ ically the infarction due to tissue anoxia 

: clinical evidence of tumor, abcess, or associated with narrowed vessels from 

’ hemorrhage. that due to thrombotic occlusion. 

y It has already been suggested that the In order to obtain some idea of the 

‘ common causes of nonembolic cerebral _ relative incidence of the foregoing three 

t infarction are cerebral thrombosis, ca- main causes of cerebral infarction, either 

S rotid or vertebral stenosis or thrombosis, arteriography during life or pathologic 
and cerebral ischemia with atheroma but examination after death is necessary. In 

; without thrombosis. A differential diag- this series, it was thought that routine 

és nosis between these conditions is often carotid arteriography would not be 

e impossible clinically because carotid oc- justified in view of its possible dangers, 

i. clusion may equally produce either no particularly the danger of producing 

O 

: TABLE 3 Etiology of Cerebral Embolism 

9 

e Year 1952 1953 1954 1955 1956 1957 1958 

ie Number of patients 16 8 ] 2 eS 2 ] 

l Mitral stenosis with ; 

9 auricular fibrillation 18 10 2 2 2 ] ] 

o- Mitral stenosis with 

o sinus rhythm 15 r 1 2 4 0 1 

Ischemic auricular fibrillation 9 4 1 0) 3 0 ] 

h Cardiac infarction 5 0 0 4 0 

0) Subacute bacterial endocarditis 10 3 0 0 6 ] 

1 Thyrotoxicosis with 

0- auricular fibrillation 8 2 0 1 > 0 0 
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Age, Sex, and Type of Occlusion of Patients With 

















TABLE 2 cs ‘ 
4 Nonembolic Cerebral Infarctions (Cerebral Thrombosis) 
T f occlusi 

Number Average crest oat 
Year of Men Women age Antero- Mid- Vertebral- 

patients (years) cerebral cerebral basilar 
1952 54 24 30 62 0 51 3 
1953 62 30 37. 65 0 56 6 
1954 47 23 24 64 ] 40 6 
1955 61 30 31 65 1 52 8 
1956 63 30 33 67 fe) 53 10 
1957 66 34 32 64 1 56 9 
1958 72 34 38 66 0 62 10 
Total 425 205 220 65 3 370 52 








general cerebral vasoconstriction after 
puncture of the carotid and injection 
of the dye. When, however, there was 
substantial doubt about the diagnosis 
either on admission or during the subse- 
quent course of the illness, or when 
carotid occlusion seemed clinically prob- 
able, arteriography was performed, and 
45 patients were selected for this investi- 
gation. Of these, carotid occlusion was 
confirmed in 27, and it is probable that, 
in the whole series, many more must 
have had stenosis or occlusion of the 
carotid or vertebral arteries which was 
patients, carotid 
arteriography produced worsening of the 


not recognized. In 2 


neurologic deficit, in 1 case permanent- 
ly. The diagnosis of carotid occlusion 
was made clinically and confirmed in 20 
patients from 1955 to 1958, inclusive, 
either on the history of ipsilateral re- 
current visual loss with attacks of con- 
tralateral weakness largely affecting the 
arm or on the finding of a systolic mur- 
mur over the carotid opposite the sixth 
cervical vertebra. Diminution of the 
pulse over the affected 
rarely felt. 

The distribution of cerebral infarction 


carotid was 


was commonly in the region of the mid- 
cerebral artery supply. Of the total of 
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425 infarctions, 370 were in this group. 
Of the others, 40 were in the vertebral- 
basilar territory, not including 7 patients 
with posteroinferior cerebellar artery 
occlusions; 5 had posterocerebral occlu- 
sions; and 3 had anterocerebral occlu- 
sions (table 4). This proportion of 7 
midcerebral type infarctions to 1 else- 
where is very different from recent Amer- 
ican figures. Adams,’ for example, in- 
vestigating 58 patients with cerebral 
thrombosis over a five-year period found 
internal carotid-midcerebral infarctions 
in 22, vertebral-basilar in 22, postero- 
cerebral in 4, lateral medullary syn- 
dromes in 3, and infarctions of uncertain 
origin in 7. This surely must have been 
a very selected group. The figures given 
by Murphy!” are nearer those of the 
present series. He found that the mid- 
cerebral territory was involved in 65 to 
75 per cent of his patients, the postero- 
cerebral region in 10 to 15 per cent, and 
the basilar artery in 10 per cent. 


Pathologic Material 


A study of pathologic material was made 
in each of the seven years under review, 
but, in the earlier years, no routine ex- 
amination of the neck vessels was made, 
so that very little of value was obtained. 
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During the years 1956, 1957, and 1958, 
when anticoagulants were used for all 
patients with cerebral embolism under 
the age of 70 and for alternate patients 
with slow onset of infarction, a more 
detailed postmortem study was carried 
out, so that the vertebral and carotid 
arteries were examined as a routine in 
addition to the intracerebral vessels. 

In this period, 49 patients died in the 
hospital as a result of cerebral infarctions 
of all types, and 44 autopsies were car- 
ried out. Of these, 19 were due to in- 
farctions of sudden or doubtful onset, 
5 to cerebral embolism, 12 to untreated 
infarction of slow onset, and 8 to infarc- 
tion of slow onset treated with anti- 
coagulants. At the postmortem examina- 
tion, it was found that 18 had infarctions 
with atheroma and without thrombosis; 
17 had a thrombus in the vessel supply- 
ing the infarcted area; and 9 had cer- 
vical carotid occlusions, complete in 6 
and incomplete in 3. In the first group 
without thrombosis, 4 had narrowing of 
the vertebral arteries, and 1 had only 
one vertebral artery present. In the 
second group, 3 showed atheromatous 
stenosis of one vertebral artery at its 
origin. In the third group, | had similar 
vertebral stenosis and, in another, the 
right vertebral artery was vestigial. For 
the sake of brevity, table 5 shows the de- 
tailed results only in patients in whom 
onset of infarction was slow. It may be 
noted that none of the treated patients 
who died had pulmonary infarction as 
opposed to 3 of the untreated patients. 
In 1 patient, J. A., a clot was found at 
autopsy occluding the left internal carot- 
id artery for 2 cm. of its proximal part, 
and the artery was then patent until the 
origin of the midcerebral artery, which, 
in turn, was occluded by a clot of similar 
age to that in the carotid. This finding, 
together with the history of ingravescent 
infarction of just over two hours, fol- 
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lowed by sudden total right hemiplegia, 
is strongly suggestive of distal embolism. 
In another patient, E. T., in whom 
hemiplegia was not complete for twenty- 
four hours, a long thrombus was found 
extending from its oldest portion in the 
cervical part of the left internal carotid 
to the left midcerebral artery. This prop- 
agation of a thrombus is, of course, al- 
ready well established as a cause of pro- 
gressive infarction. A_ third patient, 
K. D., had a cerebellar infarction com- 
bined with a massive left cerebral hem- 
isphere infarction. The left internal ca- 
rotid artery was completely occluded and 
atheroma of the left vertebral artery was 
present, causing stenosis at its origin and 
a vestigial right vertebral artery. No in- 
tracranial hemorrhagic complications 
were found at autopsy in the treated 
group of patients. 

In one way, this small series was dis- 
appointing. No difference in the clinical 
picture could be found between the pa- 
tients who had a clot at postmortem and 
those who had atheromatous stenosis. 
It was also clear that carotid occlusion 
by itself can produce no infarction, in- 
farction of midcerebral type, or massive 
infarction of one hemisphere, probably 
depending on the state of the vertebral 
arteries, particularly in the neck. 

These pathologic observations are in 
agreement with the work of Baker and 
Iannone,!® who found in a series of 173 
consecutive autopsies that atherosclero- 
tic lesions were most frequent and severe 
in the internal carotid artery as it enters 
the circle of Willis and in the rostral 
part of the basilar artery. They also 
found atherosclerosis to a slightly lesser 
degree at the beginning of the ‘basilar 
and middle and anterior cerebral ar- 
teries. They noted that the size of artery 
seemed to bear a direct relationship to 
the severity of atheroma and observed 
the well-recognized escape of the super- 
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TABLE 5 


Analysis of Pathologic Material in 1955, 1956, and 1957 








Patient | Sex 
B.P. M 
N.L. F 
A Nee 
| 
JJ. | M 
| 
| 
| 
IP. 1. F 
MG. | F 
| 
K.D. | F 
w.B. | M 
E.H. M 
Mc. | F 
| 
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Onset to Onset Treatment sgt as Pathologic findings In Other 

Age | completion | to or SS cerebral or cervical pathologic 

of stroke death control oa vessels findings 

78 24 hours 3 Treated Softening of Gross, generalized None 

| weeks right parietal atheroma of cerebral 
lobe and in- vessels. No thrombus. 
ternal capsule. Carotids and vertebrals 
normal. 
78 6 hours Treated Softening of Severe generalized Staphylococcal 
months left fronto- atheroma. No thrombus. | broncho- 
| parietal area Right middle cerebral pneumonia 
| with por- artery stenosed. Carotids 
| encephalia. and vertebrals normal. 
67 3 hours a | Control Softening of Thrombosis of right in- Pulmonary 
weeks | right hemi- ternal carotid artery. hypostasis 
sphere. Vertebrals normal. 
Atheroma of circle of 
Willis. 
68 | 6 hours 7 Control Hemorrhagic Moderately severe None 
days infarction of atheroma in all vessels. 
left internal No clot found. 
capsule and 
frontoparietal 
lobe. 
| 
| 
79 6 hours 16 Treated Infarction of Thrombosis of mid- Pulmonary 
days right basal cerebral artery in basal 
} | ganglia and Sylvian fissure. Moder- congestion 
| temporal lobe. ate atheroma. 
| 

67 | 24 hours 14 | Treated Infarction of Marked basilar stenosis. | None 
| days | left parieto- A clot was present in 
| occipital lobes. basilar artery and in 
| left posterior cerebral 

artery. 
| | 
| 

55 | 3 hours | Treated Massive in- Thrombosis of left in- Ovarian cyst 
| days farction of ternal carotid artery. 
| left hemi- Right vertebral artery 

| sphere. was vestigial. Moderate 
| atheroma present 
| throughout. 
76 24 hours a | Control Infarction of Gross atheromatous Pulmonary 
| days | right parietal stenosis of most of infarction 
lobe. larger cerebral vessels. 
| | No thrombus. 
| 
| 
| 
61 6 hours Control Infarction of Left midcerebral artery Carcinoma of 
weeks left fronto- occluded by clot and colon 
| parietal area gross atheroma. 
| and internal 
| | capsule. 

76 | 4 hours 3 Control Softening of Gross generalized Coronary | 
| months right hemi- atheroma. thrombosis 
| sphere. Old 
| softenings 
| (porencephalia) 

| left hemi- 
| sphere. 
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Age 


ey 


67 


12 


68 


68 


61 


66 


67 


5 | 


60 








Onset to Onset Treatment 5 gees Pathologic findings in Other 
completion to or rename oti cerebral or cervical pathologic 
of stroke death control ; a vessels findings 
7 days Control Softening of Thrombus in right mid- Basal 
weeks right fronto- cerebral artery. Marked pneumonia 
parietal area general atheroma. 
and corpus 
striatum. 
24 hours 7 Control Massive in- Thrombosis of right in- Mitral and 
days farction of ternal carotid artery. aortic valvular 
right hemi- disease 
sphere. 
24 hours = Control Infarction of Thrombosis of left mid- | None 
days left fronto- cerebral artery. Severe 
parietal lobes atheroma. Basilar 
down to in- stenosis. 
ternal capsule. 
7 days Control Infarction of General atheroma. No Broncho- 
weeks right caudate thrombosis. Right pneumonia 
nucleus and vertebral artery absent. 
internal 
capsule. 
6 days 3 Treated Multiple areas Gross atheromatous Broncho- 
months of cortical — stenosis of all basal pneumonia 
and subcortical | arteries. Thrombus 
infarcts with in anterior branch of 
porencephalia. right midcerebral artery. 
24 hours 16 Control Infarction of Thrombosis of left mid- | Pulmonary 
days frontoparieto- cerebral continuous infarction 
temporal areas | with left internal carotid 
of left hemi- clot which was older. 
sphere. 
2 hours 10 Control Massive in- Thrombosis of left in- Pulmonary 
(then days farction of ternal carotid with embolism 
suddenly frontoparieto- similarly aged clot in 
complete) temporal areas left midcerebral artery 
of left hemi- without atheroma. 
sphere. Distal embolism. 
24 hours 3 Treated Old softening Basilar stenosis and Rupture of 
months of right general atheroma. cavernous sinus 
occipital lobe. Right posterior cerebral by sphenoidal 
Subarachnoid stenosis. ridge 
hemorrhage. meningioma 
4 hours Control Softening of Gross stenosing atheroma | Broncho- 
weeks left hemi- of all vessels with old pneumonia 
sphere, exten- thrombus in main left 
sive and deep. midcerebral artery. 
3 days iS Treated Infarction and Thrombosis of right Softened area 
days cavitation of midcerebral artery. of brain proved 











right lentiform 
nucleus, in- 
ternal capsule, 
and thalamus. 
No hemorrhages. 





Slight atheroma. 





histologically to 
be an astro- 
cytoma 
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ior cerebellar arteries, the posterior com- 
municating arteries, the distal part of the 
anterior cerebrals, and, to a slightly lesser 
extent, the posterior inferior cerebellar 
arteries. They finally stated that men and 
women were equally affected but unfor- 
tunately did not say whether women were 
usually affected at a later age than men, 
as is suggested by the present series. 

It should be noted that the study was 
concerned only with intracranial athero- 
sclerosis and therefore did not include 
the the 
carotid artery. This part of the artery is 
thought to more athero- 
matous changes than occur at its en- 
trance to the circle of Willis. 


cervical portion of internal 


show even 


Finally, it is of interest to note that 
carotid occlusion accounted for 20 per 
cent of all patients who died as a result 
of cerebral thrombosis and, similarly, 
that no thrombus was found in 41 per 
cent, so that an intracerebral thrombus 
was found in only 39 per cent. 


Differential Diagnosis 
The most important differential diagno- 
sis of cerebral infarction is from intra- 
cranial hematoma, especially when anti- 
coagulant therapy is being considered. 
In the present series, owing to doubt 
about the diagnosis of cerebral infarc- 
tion on admission, 45 patients with hem- 
iplegia underwent carotid arteriography, 
which revealed subdural hematomas in 
4 and intracerebral hematomas in 5. A 
subdural hematoma is usually less difh- 
cult to than an_ intra- 
cerebral hematoma, as the history of in- 


differentiate 


jury or fall and the fluctuation of signs, 
often with pupillary changes, may be 
helpful. Some loss of consciousness is 
common with a subdural hematoma, and 
the neurologic deficit spreads smoothly 
rather than irregularly and may show 
greater variation from day to day than 
in patients with infarctions. 
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Difficulty may arise more often with 
a primary intracerebral hematoma. This 
condition is easy to recognize in about 
60 per cent of cases. The patient has a 
sudden apoplectic attack with loss of 
consciousness, hemiplegia, and bloody 
or xanthochromic cerebrospinal fluid. 
Hypertension is commonly severe, and, 
if the patient improves, headache and 
vomiting are prominent. This improve- 
ment is followed by a further decline 
with signs of cerebral compression, 
which, if unrelieved, leads to death. In 
some patients, however, the history and 
course simulate cerebral infarction and 
then the diagnosis becomes clinically 
difficult.17,18 

The type of infarction for which anti- 
coagulants are likely to be used will be 
shown later to be that with a quiet in- 
gravescent onset without much loss of 
consciousness. The course of this type is 
characterized by a steplike pattern of 
motor or sensory loss with either sudden 
deepening of the degree of weakness or 
spread of the weakness to previously 
unaffected areas. Headache is not a 
prominent feature. Some recovery begins 
within a few days, and signs of cerebral 
compression are absent. The patient is 
often normotensive, the cerebrospinal 
fluid is clear, and the neurologic deficit 
is in the distribution of one of the major 
cerebral arteries. Unfortunately, a num- 
ber of these features have been found 
in primary intracerebral hematoma. Mc- 
Kissock and associates!® published their 
experiences with 244 consecutive pa- 
tients suffering from this condition 
which was proved either at operation or 
at autopsy. They found that, in 11 per 
cent of their patients, the onset was 
gradual; in 20 per cent, the cerebro- 
spinal fluid was clear; in 23 per cent, the 
blood pressure was normal; and in 46 
per cent, consciousness was preserved. 
They also found that the accuracy of 
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arteriography in the diagnosis of this 
condition was, surprisingly, below 70 
per cent. 

In the present series, little difficulty 
was met in diagnosing cerebral embol- 
ism. In the case of cerebral infarction 
suitable for anticoagulants, if all the 
criteria of slow onset, step-wise course, 
normal blood pressure, clear cerebro- 
spinal fluid, involvement of territory 
supplied by one cerebral artery, and little 
loss of consciousness were present, the 
diagnosis was accepted. 


Treatment 


During the years 1952, 1953, 1954, and 
1955, an attempt was made to assess the 
value of different forms of treatment and 
to balance beneficial results against ad- 
verse effects. These results, with details 
of treatment methods, have been re- 
corded in full elsewhere,?? but a brief 
summary is necessary for the sake of 
completeness. Cerebral embolism was 
considered separately from the other 
forms of cerebral infarction, and, in 
1952, repeated stellate ganglion block 
was used and the results compared with 
an untreated series of patients admitted 
in 1953. Similarly, the 1954 group were 
treated with a single stellate block fol- 


lowed by anticoagulant therapy and the 
1955 group by anticoagulants alone. The 
results (table 6) showed no improve- 
ment in the patients treated by stellate 
block but significant and equal improve- 
ment in the patients treated within a 
week of onset by anticoagulants with or 
without one stellate ganglion block. 

The other forms of cerebral infarction 
were grouped together as cerebral 
thrombosis, as this term is too widely 
used and accepted to be abandoned. In 
these patients, similar methods were 
used, although the timing was a little 
different. In 1952, no specific treatment 
was given; in 1953, repeated stellate 
block was used; in 1954, the inhalation 
of 5 per cent carbon dioxide in oxygen 
was employed through a BLB mask for 
five minutes every hour during the first 
forty-eight hours, since this is said to 
produce maximum cerebral vasodilation 
with increased cerebral blood flow.?° In 
1955, all patients were treated with anti- 
coagulants, using heparin by injection 
combined with oral phenylindanedione. 

The results (table 7) showed that no 
improvement occurred with repeated 
stellate block, slight improvement oc- 
curred when carbon dioxide was used, 
and a still further improvement was ob- 








TABLE 6 Results of Treatment in Cerebral Embolism 
(One admission in 1957 and 1 in 1958 are not included because of age) 
Year gos hag Recovered Improved vaio d Died Treatment 
1952 16 a ] a 9 Repeated stellate block 
1953 18 4 2 3 9 No treatment 
1954 i> 8 3 0 4 Single stellate block and 
anticoagulants 
1955 9 5 ] 1 2 
1956 9 4 2 1 2 
Anticoagulants 
1957 9 4 2 ] 2 
1958 7 3 1 Z ] 
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TABLE 7 





Results in First Four Years in Patients With Cerebral Thrombosis 














N f ‘ 
Year ee Recovered Improved wie Died Treatment 
1952 54 13 12 9 20 No treatment 
1953 62 14 16 8 24 = Stellate block 
1954 47 15 12 a 16 CO, inhalation 
1955 61 20 16 9 16 ~~ Anticoagulants 
tained with anticoagulants. This im- compared with 11 per cent in the fifth 


provement became significant (P<0.05) 
when the cerebral infarction was of slow 
onset and incomplete. 

Following this experience, certain 
modifications were instituted for the fol- 
lowing years—1956, 1957, and 1958. Ex- 
perience had shown that stellate gan- 
glion block and carbon dioxide therapy 
had been of no apparent value in the 
treatment of cerebral infarction, and, 
with two exceptions, this had also ap- 
plied to anticoagulants. These excep- 
tions were cerebral embolism and _ in- 
gravescent cerebral thrombosis, particu- 
larly in the latter case if the initial lesion 
had not produced a complete paralysis. 

Three modifications seemed necessary. 
First, the age limit of 80 was lowered to 
70, although occasional exceptions in 
the case of septuagenarians 
were allowed. This change was made on 
account of visceral bleeding which was 
found to occur more commonly in old 
people, even with prothrombin times of 
only twice the normal, and because of a 
greater difficulty in prothrombin time 
control in this age group. This difficulty 
has recently been confirmed by Irving 
Wright and his associates,24 who have 
shown that hemorrhagic complications 
occur more frequently in patients over 
the age of 60 who are receiving anti- 
coagulants and much more frequently 
over the age of 70, the figures being 
24 per cent and 30 per cent, respectively, 


“young”’ 


290 


decade and 14 per cent in the sixth. The 
next modification was a reduction in the 
dose of anticoagulants. In the previous 
years, a full dosage had been given to 
raise the prothrombin time to 4 times 
normal. Bleeding often occurred in the 
patients over 60, and a smaller dose was 
given which appeared to produce 
equally good results. Therefore, the fol- 
lowing method was used for all patients. 
On admission, 12,500 units of heparin 
were given intravenously with 200 mg. 
of phenylindanedione orally. Two fur- 
ther similar injections of heparin were 
given intramuscularly six and twelve 
hours after admission. During the second 
twenty-four hours, 150 mg. of the oral 
anticoagulant was given in divided doses 
and thereafter sufficient to keep the pro- 
thrombin time between 2 and 3 times 
the normal. 

The third modification consisted of 
lengthening the duration of treatment 
from two to four weeks. Originally, two 
weeks of treatment was considered ade- 
quate, since it has been shown to be so 
in cases of thromboembolism of the limb 
vessels, but an occasional return of symp- 
toms in the third week suggested that 
this was not long enough in the case of 
cerebral infarction, and, therefore, a full 
three-week course was given followed by 
a fourth week of gradually reduced dos- 
age, so that the prothrombin time did 
not fall too quickly. 
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The results of treatment in the years 
1952 to 1955 had provided some indica- 
tions for the treatment of cerebral in- 
farction. Anticoagulants had been found 
most useful in cerebral embolism and to 
a lesser extent in certain types of cere- 
bral thrombosis, and modifications of 
early treatment had been considered and 
implemented. In the years 1956 to 1958, 
all patients with cerebral embolism were 
treated with anticoagulants unless there 
was blood or xanthochromic staining in 
the cerebrospinal fluid, unless they were 
over 70 years of age, and unless their 
diastolic blood pressure was over 120 
mm. of mercury. Only 2 patients were re- 
jected because of these restrictions, so 
that 25 of the 27 admitted in these three 
years were treated. The results are 
shown with the previous years’ results in 
table 6 and seem very consistent. 

With regard to cerebral thrombosis, 
the situation differed because the indica- 
tions for treatment had not been so clear 
and the contraindications were more ob- 
vious than in overt cerebral embolism, so 


that selection of patients for study in 
the subsequent years, 1956 to 1958, 
seemed desirable. Patients with a history 
of onset of lesion occurring within forty- 
eight hours and lasting more than two 
hours, with a diastolic blood pressure 
below 120 mm. Hg, and with no macro- 
scopic evidence of blood in the cerebro- 
spinal fluid were selected for study. Dur- 
ing these three years, 201 patients were 
admitted with the diagnosis of cerebral 
infarction with no obvious embolic 
source, and, of these, 66 showed a slow 
onset as defined above. These patients 
were divided into two groups of 33, and 
alternate patients were treated with an- 
ticoagulants. The results are seen in 
table 8. 


Results 

Assessment. It is generally agreed that 
with few exceptions most of the neuro- 
logic recovery from a cerebral infarction 
takes place in the first four weeks and 
that very little change apart from that 
due to reeducation and adaptation can 

















TABLE 8 Results in Patients With Ingravescent Cerebral 
Infarctions Selected for Clinical Trial 
Anticoagulant Treatment 
Total number Number of No 
Year of patients patients Recovery Improvement improvement Death 
1956 24 12 3 2 ] 
1957 20 10 3 1 1 
1958 22. 11 z 2 ] 
Total 66 33 17 . 8 5 3 
No Anticoagulant Treatment 
1956 24 12 Z. 3 3 
1957 20 10 2 Z 2 
1958 22 1] 2 3 Z 
Total 6 8 7 
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be expected after three months. Certain 
workers, notably Leriche and Fontaine,! 
have held more optimistic views, but ex- 
perience in this country seems less en- 
couraging. The final assessment of re- 


sults was made by examination six 
months after the infarction, and the pa- 
tients were divided into four simple 
groups: “recovered,” “improved,” “not 
improved,” and “died.” Recovery meant 
that the patient noticed minimal or no 
disability and was able to return suc- 
cessfully to his or her former occupa- 
tion. Some loss of fine-movement dexter- 
ity in the hand was considered compat- 
ible with “recovery” if the foregoing cri- 
teria were fulfilled. Probably all patients 
with initial hemiplegia continue to show 
permanent minimal pyramidal signs. 
“Improved” meant that some useful 
movement was possible at the elbow and 
wrist and that the patient could get 
about with slight assistance. “Not im- 
proved” indicated no return of arm 
movement below the shoulder, although 
some leg function was regained. Almost 
all patients surviving infarction with 
hemiplegia regain at worst some move- 
ment of the shoulder and of the lower 
limb. 

Analysis of Results. The results in pa- 
tients with cerebral embolism are re- 
corded in table 6. In the years 1952 and 
1953, a good result—recovered or im- 
proved—was obtained in 11 of 34 pa- 
tients, and this 33 per cent recovery was 
unchanged by stellate ganglion block. 
This compares with the usual recovery 
rate of about 40 per cent.22 In the fol- 
lowing years, 49 patients were treated 
with anticoagulants, preceded in 1954 
by a single stellate block, and, in 33, a 
good result was obtained, representing 
66 per cent. These figures are significant 
(P = 0.025), and the percentage of re- 
covery was doubled in the treated group. 

The results in patients with cerebral 
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thrombosis were a little more difficult to 
assess (table 7). The natural history of 
this condition suggests that just about 
half of the patients recover, about a 
third die within a year, and the remain- 
ing sixth are unimproved. With carbon 
dioxide therapy, a slight improvement in 
these figures was obtained, and, with 
anticoagulant therapy that was given in 
all cases, a further slight improvement 
occurred, so that 60 per cent showed 
fairly good recovery. 

The usual prognostic factors were 
studied in all of the groups and were 
equally distributed. It soon became ap- 
parent that old age, severe and extensive 
infarction, prolonged unconsciousness, 
delay in admission resulting in dehydra- 
tion and bedsores, severe hypertension, 
and a history of previous strokes were all 
bad signs. The patient most likely to 
die was the neglected old man in poor 
condition with signs of longstanding 
ischemic heart disease. It was found that 
the slow onset stroke carried a slightly 
better prognosis than the rapid onset or 
“found unconscious” type and that this 
improvement could be still bettered by 
anticoagulant treatment, particularly if 
the stroke had not become complete by 
the time treatment was begun. 

The results in the patients selected 
along the foregoing lines during the 
years 1956, 1957, and 1958 are shown in 
table 8. If the recovered and improved 
groups are taken together as opposed to 
those who did not improve and those 
who died, it will be seen that 25 of the 
38 patients in the treated group did well 
as opposed to 18 of the 33 in the 
untreated group. This is 75 per cent 
against 54 per cent and represents a just 
significant improvement (P= 0.05) . 

If a further selection of patients is 
made, taking into consideration whether 
the lesion was complete or incomplete 
when treatment was begun (table 9), 
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Selected Cases of Cerebral Thrombosis 




















further improvement can be seen. The 
recovery rate in the treated incomplete 
group is 80 per cent and 69 per cent in 
the treated complete group. In the un- 
treated incomplete group, the recovery 
rate is 50 per cent, and in the untreated 
complete group 53, per cent. This im- 
provement from 50 to 80 per cent is 
significant (P < 0.05) and suggests that 
the best results will be obtained in the 
patient whose stroke is slowly becoming 
worse. 


Discussion 

The results of this investigation suggest 
that the only specific treatment likely to 
help patients with cerebral infarction is 
anticoagulant treatment. This has been 
shown to be of some value in the care of 
patients with recent cerebral embolisms 
or with slow onset infarction, although 
further selection of patients is necessary 
in terms of hypertension, appearances of 
the cerebrospinal fluid, and age. It has 


GERIATRICS, JUNE 1961 











TABLE 9 ; 
Showing Improvement With Treatment if Lesion is Incomplete 
Anticoagulants 
Lesion incomplete ; Lesion complete 
Year Number of Recovered Unimproved Recovered Unimproved 
patients or improved or died or improved or died 

1956 24 6 2 3 l 
1957 20 5 ] 3 1 
1958 22 5 1 3 

Total 66 16 4 9 

No anticoagulants 

1956 24 + 3 2 3 
1957 20 z 2 3 3 
1958 22 3 4 3 1 
Total 66 9 9 8 7 


also been found with experience that the 
indications have become fewer but more 
definite and the criteria for treatment 
more stringent. 

Mechanism of Treatment. The mech- 
anism of anticoagulant treatment after 
a cerebral infarction has occurred is not 
completely understood, but, if it is of 
benefit, it must be in one or more of 
three ways. First, it may prevent the 
spread or propagation of a clot that 
sometimes occurs both distally and cen- 
trally from the original thrombosis, and, 
since this spread often involves anasto- 
motic vessels, anticoagulants may keep 
the infarcted area from enlarging. Sec- 
ond, this treatment may prevent initial 
clot formation if the infarction has been 
caused by atheromatous narrowing com- 
bined with systemic hypotension without 
thrombosis. Third, it may prevent distal 
embolism in the case of thrombosis of 
large vessels in the head or neck. This 
seems to be particularly useful in an in- 
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farction associated with carotid and 
vertebral stenosis. Indeed, it is tempt- 
ing to suppose that the nature of the 
progress of ingravescent cerebral infarc- 
tion is produced by repeated distal em- 
bolism, thus accounting for the curious 
paradox in this report—namely, that 
both the most acute infarct from cerebral 
embolism and the most chronic from in- 
gravescent cerebral ischemia are ap- 
parently the only two types helped by 
anticoagulants. If this is so, then the 
comparative freedom from local hemor- 
rhage in this series may be due to the 
fact that clinical embolism commonly 
affects healthy arteries, and distal 
affects smaller cerebral 
arteries which are to escape 
atheromatous changes. Conversely, in the 
case of the infarction due to 
cerebral thrombosis, the clot is presum- 
ably situated at the most unhealthy part 
of the vessel, and, in this type of case, 
anticoagulants have been ineffective and 


embolism the 


known 


sudden 


occasionally harmful in this series. It 
must also be recognized that apparently 
adequate prolongation of the prothrom- 
bin time will not always prevent throm- 
bosis from occurring, and all physicians 
experienced in this work will have 
known the mortifying disappointment 
of seeing a major thrombus strike at this 
time. 

Dangers of Treatment. The dangers of 
anticoagulant treatment are very evident 
and have been rightly stressed by most 
authors. They are three in number. The 
first is bleeding into and around the in- 
farcted brain. The second is major vis- 
ceral bleeding, which often produces 
hypotension. The third is the danger of 
treating intracranial hematomas with 
anticoagulants because of errors of diag- 
nosis. Medical opinion is sharply divided 
on the possibility and extent of bleeding 
around or into the infarcted brain. Ex- 
perimental work suggests that anticoag- 
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in such 


ulants do considerable harm 
cases. Sibley, Morledge, and Lapham?* 
have shown that experimental hemor- 
rhagic cerebral infarcts in dogs may be 
made to bleed further by the administra- 
tion of Dicumarol, but, when the in- 
farcts were anemic, no such tendency 
was found. Moyes and _ co-workers?+ 
showed that the infarctions produced in 
dogs by the injection of plastic vinyl 
acetate into the internal carotid were 
more hemorrhagic in animals receiving 
anticoagulants. Similarly, Peteman and 
associates®® produced cerebral infarction 
in dogs by the intracarotid injection of 
a blood clot. After three days, approxi- 
mately half of the animals were given 
Dicumarol, and, at the end of fifteen 
days, there was conspicuously more hem- 
orrhage in the infarctions of the treated 
animals and the mortality was higher. 
Clinically, the evidence 
against anticoagulants is less 
Fisher’s!* experience is that there is no 
evidence that anticoagulants cause hem- 
orrhage into an infarcted brain, and the 
author’s?:? experience agrees with this. 
Similarly, Wright and McDevitt?* found 
no clinical evidence that anticoagulant 
treatment was harmful even in hemor- 
rhagic cerebral infarction. Brain?* con- 
siders it unwise to give anticoagulants 
within at least three weeks of an attack 
of cerebral infarction, and this view is 
supported on the continent by de Mor- 
sier and Tissot.?§ Finally, Vastola and 
Frugh*® have reported a very disturbing 


however, 
strong. 


series of 55 consecutive admissions of pa- 
tients with recent cerebral infarctions 
who were treated with anticoagulants. 
There was no control series, and the 
authors did not think their patients 
were improved as compared with that 
“expected in a similar group.” In 20 of 
the 55 patients, hemorrhage occurred in 
various parts of the body, and, in 4 pa- 
tients, anticoagulants were blamed for 
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extensive brain hemorrhage—3 into the 


infarct and | elsewhere. On the other 
hand, Wells?? treated by anticoagulants 
29 patients with 34 attacks of cerebral 
embolism and found that his results 
were better than his untreated series and 
also that they had no troubles from in- 
tracranial bleeding. Two examples may 
be given showing the danger of at- 
tributing cerebral hemorrhage to anti- 
coagulant therapy in patients who are 
being treated for cerebral infarction. 


The first patient, J. S., a 67-year-old man, 
was admitted in November 1958 with a three 
weeks’ history of progressive vertigo, left 
homonymous hemianopsia, and weakness of 
the legs. On the day of admission, he was 
found lying on the floor in a dazed and 
stuporous condition with left hemiparesis. 
There was a history of transient right hem- 
iparesis twelve months previously with some 
personality deterioration. Lumbar puncture 
showed normal fluid under normal pressure 
with 9 lymphocytes and 50 mg. of protein 
per cu. mm. The next day, the left hemipare- 
sis was deeper, bilateral facial weakness had 
appeared, and anticoagulant treatment was 
begun with diagnosis of basilar stenosis with 
possible All symptoms im- 
proved except the hemianopsia, which re- 
mained complete. After discharge, he was 
advised to continue taking 50 mg. of 
phenylindanedione daily with a steady pro- 
thrombin time at about thirty seconds. Six 
weeks after discharge, he complained of vio- 
lent headache, became rapidly unconscious, 
and died with a prothrombin time of twenty 
seconds. At autopsy, a massive subarachnoid 


thrombosis. 


hemorrhage was found, and anticoagulants 
were blamed until it was seen that a friable 
tumor adherent to the right wing of the 
sphenoid has ruptured the cavernous sinus. 
Sections showed that this was a_ hitherto 
unsuspected cellular meningioma. Basilar 
stenosis was present, the right posterior cere- 
bral artery was grossly narrowed, and the 
right occipital lobe showed recent softening. 
No thrombus was present in the cerebral or 
cervical arteries. In this patient, the im- 
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mediate fears that anticoagulants were re- 
sponsible for his death were unfounded. 

The second patient, J. L., a 68-year-old 
man, was admitted in March 1959 with a 
history of increasing left hemiparesis of six 
hours’ duration. On examination, the left 
arm was completely paralyzed, but the weak- 
ness of the left leg was moderate. There 
was no sensory loss or hemianopsia, and 
blood pressure was 180 systolic and 115 
diastolic. Cerebrospinal fluid was clear, and 
anticoagulant therapy was begun. He im- 
proved and was discharged four weeks later, 
using a stick as an aid in walking. Movement 
of all joints in the left upper limb had re- 
turned. A month later, he was readmitted 
with a return of weakness on the same side, 
and it was decided to use long-term anti- 
coagulant therapy. He was stabilized on 75 
mg. of phenylindanedione daily and dis- 
charged. Four months later he was read- 
mitted moribund with the signs of cerebral 
hemorrhage, which was confirmed at au- 
topsy. A large hemorrhage had destroyed 
the right cerebral hemisphere, and the pro- 
thrombin time of twelve seconds on the day 
he died was not believed until his relatives 
explained that the patient had not taken 
his tablets for at least a month before his 
death. 

The second danger of treatment is 
that of visceral bleeding, and, at first, 
this seemed a major risk, particularly in 
the elderly. In the second half of this 
series when the dosage was reduced, 17 
minor hemorrhagic episodes occurred 
in 9 of the patients. Of these, hematuria 
accounted for 7, epistaxis for 5, subcon- 
junctival hemorrhage for 3, and facial 
bleeding after shaving for the remaining 
2. In only 1 of these patients was the 
prothrombin time found to be over forty 
seconds, and, in all the patients, treat- 
ment was resumed after a two-day in- 
terval. Luckily, no major visceral bleed- 
ing was encountered in the last three 
years, and no patient had to be with- 
drawn from the treated group. It is, of 
course, as well to remember that severe 
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bleeding may occur in some people even 
if the prothrombin time is not unduly 
raised, and the patient’s clinical condi- 
tion is more iniportant than the results 
of blood estimations. Thus, it is always 
dangerous to continue the use of anti- 
serious 
superficial bleeding occurs even though 
the prothrombin time is reasonably low. 

The third danger of treatment is mis- 
taken diagnosis and the differentiation 
infarction and intra- 
hematomas has already been 
discussed. Fortunately, the type of in- 
farction that suitable for 
coagulants is not the one most likely to 


coagulants if any visceral or 


between cerebral 


cranial 
seems anti- 
be mistaken for hemorrhage, although 
a small but disturbing percentage of in- 
tracerebral hematomas have occurred 
with a slow onset, without loss of con- 
sciousness, without hypertension, and 
with clear cerebrospinal fluid,!® all of 
these features being usually characteris- 
tic of infarction. However, in addition 
to the foregoing, the stepwise course of 
ingravescent infarction and its clinical 
adherence to the distribution of a major 
cerebral artery have been of assistance 
in avoiding obvious error. 

Indications for Treatment. The selec- 
tion of patients for treatment with anti- 
coagulants must depend to a large ex- 
tent on the interpretation of the results 
obtained in this series. In the first four 
years under review, comparison with an 
untreated series suggested that vasodil- 
ators, including stellate ganglion block, 
had made no difference to the natural 
history of cerebral infarction. Short-term 
anticoagulant therapy had significantly 
improved the prognosis of cerebral em- 
bolism but not that of cerebral throm- 
bosis unless the latter group were care- 
fully selected, and, in this group, sig- 
nificant improvement was only obtained 
if the infarction was of slow onset and 
the neurologic deficit not complete. 
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During the second part of the inves- 
tigation, some modifications of treatment 
were instituted and previous difficulties 
used to obtain better criteria for the 
selection of patients for anticoagulant 
treatment. In order to test the validity 
of the previous years’ impression, alter- 
nate patients in the cerebral thrombotic 
group with slow onset were treated. A 
significant improvement was obtained in 
the treated group (P = 0.05), which be- 
came more significant (P < 0.05) if the 
lesion was incomplete when treatment 
was begun. Therefore, indications for 
anticoagulant treatment seem to be for 
all patients with cerebral embolism and 
for all patients with a history of pro- 
gressive cerebral infarction of over two 
hours’ duration, particularly if the dis- 
ability at the time of treatment is not 
complete. These criteria for selection of 
patients are subject to the overriding 
contraindications to be discussed. 


Contraindications to Treatment 


Past History. If a history of previous 
hematemesis or melena was obtained 
from the patient or his relatives or if 
there was a history of prolonged dyspep- 
sia or proved peptic ulceration, anti- 
coagulants were thought to be contra- 
indicated. Similarly, if the control pro- 
thrombin time was raised on admission, 
suggesting hepatic disease, this treatment 
was not given. 

Age. During the first four years of this 
review, the age limit for treatment was 
80, Difficulty was experienced from time 
to time in controlling prothrombin time 
in the over-70 group, and it was found 
that superficial hemorrhage, hematuria, 
and epistaxis occurred. more frequently 
and was more severe. One patient suc- 
cumbed to uremia from hemorrhage into 
the renal pelves. Another bled from the 
rectum, producing hypotension and an 
extension of the infarction, and it was 
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decided that, with few exceptions, 70 was 
probably the upper limit for treatment. 
It is obviously impossible to make any 
arbitrary rule about this, and further ex- 
perience may enable this limit to be 
raised. For example, in America, Wright 
and his colleagues,?! while confirming 
this increase in complications over the 
age of 70, do not consider that age in it- 
self is a contraindication to anticoagu- 
lant therapy in the face of strong indi- 
cations, and they did not find the correla- 
tion between age and severity of the 
complications which have been, noted in 
the present series. 

Hypertension. It was soon realized 
that severe hypertension favored a hem- 
orrhagic infarct or even an intracerebral 
hematoma, particularly if the fundi 
showed hemorrhages, papilledema, or 
exudates. In addition, renal hyperten- 
sion and any evidence of renal failure 
seemed to promote easy bleeding, and 
so all of these symptoms were considered 
contraindications. It was decided to take 
the arbitrary figure of 120 mm. of Hg 
persistent diastolic blood pressure as the 
upper limit for anticoagulant therapy, 
and, after this was done, complications 
of therapy diminished. 

Cerebrospinal Fluid. Any blood or 
xanthochromic staining in the cerebro- 
spinal fluid was considered an absolute 
contraindication to anticoagulant treat- 
ment, but the presence of lymphocytes 
and an increased protein content were 
found in about half of the patients and 
were not thought to contraindicate this 
type of treatment. Occasionally, a hemor- 
rhagic peripheral infarction starts slowly 
and produces blood in the cerebrospinal 
fluid. Therefore, it is apparent that not 
every case of ingravescent cerebral in- 
farction is included in this treatment be- 
cause of blood in the cerebrospinal fluid. 

It seems reasonable, however, to sup- 
pose that the dangers of increased bleed- 
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ing in this type of case would outweigh 
any possible advantages. 

Sudden Onset. This was considered a 
contraindication, because, in the first 
four years of this report, there was no 
evidence that anticoagulant treatment 
improved the natural history of this type 
of patient. No doubt, some of the pa- 
tients found unconscious in their beds 
were suffering from ingravescent infarc- 
tion, but the danger of a concealed in- 
tracerebral hematoma was thought to be 
too great and, therefore, they were ex- 
cluded from treatment. 

Unconsciousness. In patients suffering 
from the effects of cerebral embolism, 
unconsciousness was not considered a 
contraindication to anticoagulant treat- 
ment. In the case of patients admitted 
unconscious with previous histories of 
slow-onset lesions, it was thought to be 
unwise to begin anticoagulant treatment 
at once because of the possibility that 
hemorrhage had occurred in the brain. 
If, however, consciousness was recovered 
fairly rapidly and was followed by an 
increase in neurologic deficit, it was 
thought that anticoagulants would be 
safe provided there were no other con- 
traindications. 

The foregoing indications and contra- 
indications and the results found in this 
survey suggest that anticoagulants have 
a small but valuable part to play in the 
immediate treatment of cerebral infarc- 
tions. This part is of even greater impor- 
tance in a select group of patients com- 
prised of those with cerebral embolisms 
and those who remain conscious or re- 
gain consciousness quickly after their in- 
itial symptoms of cerebral thrombosis 
and in whom paralysis is incomplete and 
worsening. 


Summary 


1. A study has been made of a per- 
sonal series of 510 consecutive patients 
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suffering from cerebral infarction who 
were admitted to the Ashford Hospital, 
Middlesex, from the beginning of 1952 
to the end of 1958. 

2. Current views on the etiology and 
definition of this condition have been 
reviewed and an accouxit given of its 
usual incidence and distribution. Stress 
has been laid on the increasing evidence 
that extracerebral vascular insufficiency 
is not uncommonly the cause of intra- 
cerebral infarction. Terminology has 
been defined. 

3. The differential diagnosis has been 
discussed with particular reference to 
the difficulty sometimes experienced in 
separating cerebral infarction from in- 
tracerebral hematoma. 

4. During the first four years of this 
survey, the effects of different treatments 
were investigated, and the failure of vaso- 
dilator drugs and of stellate ganglion 
block to influence the natural history of 
this condition was demonstrated. 

5. Anticoagulant drugs have been 





shown to be of benefit in the immediate 


treatment of cerebral embolism, and 
this was confirmed during the second 
half of the study, the follow-up period 
being six months. 

6. Sudden and complete nonembolic 
cerebral infarction, particularly when 
accompanied by unconsciousness, was 
not improved by any specific treatment. 

7. A controlled clinical trial was 
undertaken during the last three years of 
this study to decide whether anticoagu- 
lant treatment would help the patient 
admitted to the hospital with a history 
of ingravescent infarction of over two 
hours or who showed signs of increasing 
paralysis in the hospital. The best results 
were obtained in patients who were con- 
scious and whose lesions were incomplete 
when treatment was begun. 

8. Indications and _ contraindications 
regarding short-term anticoagulant ther- 
apy in cerebral infarction have been sug- 
gested, and the dangers of such treat- 
ment have been discussed. 
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TOLBUTAMIDE (ORINASE) induced cholestatic jaundice in a 57-year-old 
diabetic machinist. When symptomless jaundice first appeared, the 
patient had been taking Orinase (3 gm. daily for two weeks, 1.5 gm. 
daily for a few weeks, and then irregularly for one month with the 
patient judging the dose by the degree of glycosuria). Urine was dark, 
the stools light. The patient continued working and jaundice grad- 
ually disappeared. A few months later, jaundice reappeared two days 
after 1.5 gm. tolbutamide was taken. The patient recalled no other 
drug or chemical exposures; he never used alcohol in large amounts. 

Two years before his first jaundice attack, hospital studies disclosed 
some impairment of liver function. Approximately one year later, 
tests showed some improvement of function. During the subsequent 
hospitalization for jaundice, studies showed his liver function to be 
considerably more impaired. Exploratory laparotomy exposed an en- 
larged, smooth, firm liver and normal gallbladder, common duct, and 
pancreas. Liver biopsy disclosed bile stasis, dense infiltrations of lym- 
phocytes and a few eosinophiles in the periportal regions, and in- 
creased periportal connective tissue. 

Convalescence was rapid when NPH insulin was substituted for 
Orinase. Less than two months after withdrawal of tolbutamide, ceph- 
alin flocculation was 3+-; bilirubin, 1.6 mg. per 100 cc. serum; thymol 
turbidity, 2.4 units; alkaline phosphatase, 5.0 Bodansky units. 

R. W. BAIRD, and J. G. HULL: Cholestatic jaundice from tolbutamide. Ann. Int. Med. 
53: 194-196, 1960. 
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Stress 
incontinence 
in women 
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When surgical intervention is need- 
ed to correct stress incontinence in 
women, a simple vesicourethral 
suspension is usually the procedure 
of choice. The commonest postop- 
erative complication—infection of 
the urinary tract due to urinary re- 
tention—can generally be prevent- 
ed, Results with this procedure are 
uniformly satisfactory. 


B. R. BANCROFT and kK. F. KIMBALL are on 
ithe staff of Good Samaritan Hospital, 
Kearney, Nebraska. 
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HM it is rather generally accepted that 
about 90 per cent of women leak some 


urine occasionally. In most instances, 
this complaint is not serious enough to 
require treatment. Stress incontinence is 
a presenting complaint in about 10 per 
cent of women who have borne children 
but, in our experience, many of these 
women do not require surgical correc- 
tion. In our opinion, the relatively sim- 
ple vesicourethral suspension, using the 
method of Marshall, Marchetti, and 
Krantz,! is the procedure of choice in a 
majority of cases requiring surgery. 


Diagnosis 

The type of incontinence concerning us 
is loss of urine associated with sneezing, 
coughing, or any other sudden increase 
in intraabdominal pressure. In the diag- 
nosis of stress incontinence, we must dis- 
tinguish between true stress inconti- 
nence and incontinence due to inflam- 
matory processes, which are character- 
ized by urgency, frequency, and dysuria. 
Usually, this can easily be done by a 
careful history, but supplemental cys- 
toscopy may be necessary. Of course, 
every patient should have a thorough 
physical examination. 

The Marchetti test may be useful in 
selecting suitable candidates for the pro- 
cedure. With 8 oz. of water in the blad- 
der, the patient’s control is tested in 
lying and standing positions. Control is 
again tested by finger pressure just an- 
terior to the cervix, which elevates the 
vesicourethral junction. Care must be 
taken not to compress the urethra 
against the pubis. 
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Symphysis 





FIG. I. Space of Retzius is developed by blunt dis- 
section exposing undersurface of pubis, urethra, 


and bladder. Nonabsorbable sutures, usually 3, 


are placed on both sides of urethra including 
vaginal fascia and pubic periosteum with carti- 
lage of symphysis. A balloon catheter is in the 
bladder. 


Technic 
The technic for the simple vesicoure- 
thral suspension is essentially that of 
Marshall, Marchetti, and Krantz.! We 
prefer nonabsorbable sutures and usu- 
ally use No. 20 crochet cotton. We also 
find that use of the Stratte needle hold- 
er facilitates the procedure. A small, sub- 
stantial, full-curved, noncutting needle 
With a Foley catheter 
pulled well down in the bladder, the 
retropubic space is expanded, exposing 
the anterior wall of the bladder, the 
bladder neck, and the urethra 


is necessary. 


(figure 


I). Then, 3 or 4 sutures are placed on 
each side of the urethra to include a 
substantial bite in the vaginal wall, close 
to and as far down on the urethra as 
possible. These sutures then take a sub- 
stantial bite in the posterior surface of 
the pubis on each side of the symphysis, 
and the cartilage of the symphysis—not 
just periosteum—is caught. Care must be 
taken, of course, not to include the ure- 
thra or to penetrate into the vagina. 
Sutures at the vesical neck require spe- 
cial care to avoid penetrating the blad- 
der. The upper sutures may catch the in- 
sertion of the rectus muscles. As the su- 
tures are tightened and tied, they ele- 
vate the anterior vaginal wall and the 
vesical neck (figures II and III). An as- 
sistant’s fingers inserted in the vagina to 
elevate the bladder neck may help identi- 
fy the urethra with the indwelling cathe- 
ter and assist in the proper placing of 
sutures. No drains are used. 

The exact mechanism of this correc- 
tive procedure is not entirely under- 
stood. However, most sphincters have 
firm attachments and perhaps these are 
what the operation provides. 


Complications 


We have not found bleeding or infec- 
tion to be a problem with retropubic 





FIG. IL. 


Sagittal view showing paraurethral su- 
tures in place and balloon catheter in bladder. 
The more cephalad sutures are shown catching 
the lower recti muscles. 
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FIG. ul. Elevation and suspension of urethra and 
bladder neck is accomplished by tying of su- 
tures. Additional sutures are shown placed in 
bladder wall and recti muscles. 
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urethrovesical suspension. Bleeding that 
occurs at the time of operation is venous 
and. has always subsided with tying of 
the sutures. We are always careful to 
obliterate all dead space to prevent ac- 
cumulation of blood and serum and pos- 
sible consequent infection. We have 
never seen osteitis of the pubis. Embo- 
lism has been reported subsequent to 
thrombophlebitis in the retropubic re- 
gion, but it has not happened in our 
limited experience. 

Understandably, infection of the uri- 
nary tract is the commonest source of 
morbity in this operation. Some degree 
of urinary retention will require fre- 
quent catheterization in a number of 
cases, thereby adding to the probability 
of infection. In most instances, this may 
be prevented by giving such sulfonamide 
agents as (Gantrisin) or 
sulfamethoxypyridazine (Kynex) while 
the retention catheter is in place and 


sulfisoxazole 


catheterization is necessary. The origi- 
nal retention catheter is usually left in 
place four or five days. During the last 
few days, the patient is allowed to get 
up and move about with the catheter 
clamped, and she is instructed to drain 
the bladder every few hours or when 
necessary for distress. 

Postoperative urinary retention has 
not been problematic enough to tempt 
us to release the support obtained by op- 
eration or to consider transurethral re- 
section of the bladder neck. Bethanechol 
(Urecholine) may be helpful in over- 
coming retention and a little patience 
usually will yield good results. Although 
such complications as fistula formation, 
pubic osteitis, and local sloughing of the 
tissues are possible, they probably are 
due to faulty technic. 

In selecting patients for operation, 
those with urethritis, trigonitis, and oth- 
er inflammatory conditions of the blad- 
der should be eliminated. However, 
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these conditions may be benefited when 
vesicourethral relaxation coexists as a 
possible contributing factor. 


Case Reports 


Case 1. This 61-year-old woman, a hospital 
supervisor, presented with lower abdominal 
and back bearing-down discomfort aggra- 
vated by activity; urinary incontinence on 
sneezing, coughing, or lifting; a hernia at 
the site of incision for previous hysterec- 
tomy; and varicose veins of the left lower 
extremity. Pregnancies and deliveries of her 
2 children were uneventful, but episiotomies 
were not done. A total abdominal hysterec- 
tomy had been done in 1949. After opera- 
tion, a hernia developed at the lower por- 
tion of the midline suprapubic incision and 
a vaginal protrusion also appeared. 

Physical examination revealed a vaginal 
prolapse with marked rectocele, cystocele, 
and enterocele. An incisional hernia in- 
volved the lower portion of the suprapubic 
incision for previous hysterectomy. Varicosi- 
ties affected the long saphenous system of 
the left lower extremity. 


On July 18, 1957, the enterocele was cor- 
rected by excising the sac and doing a high 
closure of the neck, and the posterior vagi- 
nal repair was then done in the usual man- 
ner. The abdomen was opened through the 
old midline incision and a retropubic blad- 
der suspension carried out. The abdominal 
cavity was then entered and the vaginal 
vault was sutured to the uterosacral liga- 
ments to afford further support to the vagi- 
na. The incisional hernia was repaired and 
a high ligation of the long saphenous vein 
was done. 

This patient is now working at her usual 
occupation as a nurse. She states that she 
has no difficulty with urinary control and is 
very happy with the result of her operation. 


Case 2. This 42-year-old woman consulted 
her family physician because of urinary in- 
continence on stress and lower abdominal 
bearing-down pain, which was aggravated 
by exertion. The patient’s past history was 
noncontributory except that she had 7 chil- 
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dren who were all delivered at home. All 
the pregnancies were uncomplicated. She 
had an episiotomy with the second child 
only. Examination revealed a second degree 
descensus of a retroverted uterus with a 
moderate cystic cervicitis, a cystourethro- 
cele, and rectocele. 

The operative procedure, done on August 
5, 1956, consisted of a total abdominal hys- 
terectomy with a retropubic bladder sus- 
pension and posterior vaginal repair. At her 
most recent follow-up examination, the pa- 
tient stated that she had absolutely no dif- 
ficulty with urinary control. 


Case 3. This 42-year-old woman of Rus- 
sian-Jewish extraction primarily complained 
that she had leakage of urine on exertion, 
as well as at other times, of about one 
year’s duration. She also had lower abdomi- 
nal bearing-down discomfort aggravated by 
exertion, which had increased in severity 
during the preceding two or three years. 
She had previously been evaluated by an 
internist, a gynecologist, two urologists, and 
a neurologist. The latter had been suggest- 
ed because of the paucity of physical find- 
ings. The patient had become very confused 
and so worried that she said she could hardly 
sleep. Physical examination revealed a high- 
ly nervous patient with a large infected 
cervix and a slight degree of uterine descen- 
sus on straining. Also, the urethra and blad- 
der neck visibly descended with straining. 
No leakage of urine was observed. 

The situation was discussed with the pa- 
tient and her husband and, on October 6, 
1960, a total abdominal hysterectomy with 
vesical neck suspension was done. On ex- 
ploration of the abdomen, a chronically 
thickened gallbladder containing stones was 
found, and a tumor of the anterior wall of 
the proximal end of the stomach was pal- 
pated. The incision was extended cephalad; 
the tumor of the stomach was removed with 
little technical difficulty and found to be a 
benign leiomyoma. A cholecystectomy was 
also performed. The patient’s convalescence 
was uneventful. Her urinary stress incon- 
tinence has been completely relieved and we 
have a very grateful patient. 
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We have done vesicourethral suspen- 
sions on 38 patients since April 1955. 
Of these, 29 had some degree of urinary 
stress incontinence. Incontinence had 
varied from slight loss of urine on strain- 
ing or severe coughing to disability se- 
vere enough to necessitate the wearing 
of a protective pad at all times by 2 
patients. Ages varied from 27 to 76 years 
and 7 patients were younger than 50. 
In only 2 cases was postoperative reten- 
tion a problem. In 1, the residual urine 
did not reach 100 cc. or less for three 
weeks. The patient was dismissed from 
the hospital after eight days with 500 cc. 
of residual urine. She reported to the of- 
fice daily for catheterization and was 
kept on sulfa drugs during this time. 
Infection was never a problem. The 
second case was dismissed from the hos- 
pital three weeks postoperatively with 
300 cc. of residual urine. In this instance, 
we were asking for trouble. The patient 
had multiple sclerosis, which may well 
have been a factor in her retention. 

Attempts at correction from below 
had been made in 3 patients, and | had 
no incontinence until a vaginal repair 
resulted in a vesicovaginal fistula. This 
had been repaired, but urethral incon- 
tinence persisted. 

We have had no major complications. 
Our follow-up on these patients is good 
and our results seem uniformly satis- 
factory. All patients have been well sat- 
isfied with the results and incontinence 
has never been worse subsequent to 
the procedure. 


Discussion 

The underlying cause of urinary stress 
incontinence obviously is malfunction 
of the urethral sphincters. ‘The most im- 
portant contributing factor is loss of sup- 
port to the vesical neck and urethra, 
which is normally provided by the struc- 
tures of the pelvic floor and urogenital 
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diaphragm. In most cases, this loss of 


support is caused by trauma incidental 
to childbirth. We are all well aware that 
such incontinence also occurs in women 
who have not borne children and, in 
either event, the condition usually does 
not appear until after the menopause. 
This, then, would seem to strengthen 
the assumption that the important etio- 
logic factor is loss of support to the 
vesical neck and urethra resulting from 
diminished tone of these structures dur- 
ing the menopause. 

Occasionally, stress incontinence will 
develop after vaginal operations in a 
patient who was previously continent. 
This is embarrassing, to say the least, 
and is undoubtedly caused by failure to 
provide for elevation and fixation of the 
vesical neck and urethra or of the ure- 
thra itself. It is a little disturbing that 
a number of women with incontinence 
have no urethrocele or evident displace- 
ment of the vesical neck, whereas some 
with definite uterovaginal prolapse and 
neck 
tirely continent. This has to be ex- 


relaxation of the vesical are en- 
plained on the basis that, in the former 
instance, the internal sphincter is in- 
competent whereas, in the latter, it is 
sufficiently competent to compensate for 
loss of urethrovesical support. Adequate- 
ly supporting the vesical neck enhances 
the action of the internal sphincter. 

In the occasional patient with slight 
stress incontinence, one may try nonsur- 
gical measures. We have had no experi- 
ence with Kegel perineometer.? 
However, as Kegel suggests, we have 
often tried to instruct these patients in 
the voluntary contraction of the _peri- 


the 


neal muscles. We admit that our results 
have not been startling with this meth- 
od. In a few instances, the patient has 
felt improved. One is never certain how 
persistent the patient is in performing 
the prescribed exercises. Usually, we see 
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only patients with major complaints and 
this treatment is of little value in such 
cases. 

Something should be said about pro- 
phylaxis in this condition. Unquestion- 
ably, a properly performed episiotomy 
may prevent the trauma resulting in in- 
continence. In other words, the second 
stage of labor should most certainly be 
conducted with a view to as little in- 
jury to the perineum as possible. Since 
the degenerative changes of the meno- 
pause obviously have a bearing on in- 
continence, it might be expected that 
hormone therapy would be _ beneficial 
and we believe a trial is justifiable in 
some cases. 

The number of surgical procedures 
devised to correct this condition are too 
numerous to be described individually, 
but certainly no one method is applica- 
ble to all cases. There are, however, cer- 
tain requisites necessary in any opera- 
tion to benefit stress incontinence. These 
are (1) support of the bladder with 
elevation of the neck and restoration of 
the urethrovesical angle, and (2) mo- 
bilization and resultant elongation of a 
fixed and shortened urethra. In general, 
the choice may depend on whether the 
operation is combined with other cor- 
rective procedures, such as vaginal hys- 
terectomy. In this case, the Kelly opera- 
tion? or one of its later modifications! 5 
is used. If operation to correct incon- 
tinence is combined with intraabdomi- 
nal pelvic surgery, then the retropubic 
Marshall, Marchetti, and Krantz proce- 
dure may be used. We also reserve the 
latter procedure for cases in which at- 
tempted correction from below has been 
unsuccessful. We have had no experi- 
ence with the various fascial sling pro- 
cedures and, since the introduction of 
the Marshall-Marchetti procedure, we 
have seen little indication for their use. 
In a have utilized 


few instances, we 
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Berkow’s fixation® with 


gratifying success. 


pa raurethral 


Summary 

Urinary stress incontinence is due to a 
number of factors. The most important, 
malfunction of the sphincters enhanced 
by loss of the posterior urethrovesical 
angle, results from urogenital weakening 
and relaxation. Corrective operations 
are required in the majority of cases to 
restore urinary continence. 

In general, the newer modifications of 
the Kelly operation will relieve the ma- 
jority of patients. This operation may 
be done in combination with vaginal 
hysterectomy or perineal repair. The 
Marshall-Marchetti procedure is indicat- 
ed in patients with stress incontinence 
who require intraabdominal pelvic sur- 
gery or have little vesical-vaginal relaxa- 
tion. It is also used in patients with re- 
current stress incontinence or when pre- 





vious procedures have been unsuccess- 
ful. In the exceptional case, some other 
fascial sling technic may be necessary. 
This procedure is also done in conjunc- 
tion with abdominal hysterectomy in the 
patient with a cystocele large enough to 
make correction advisable, even though 
the patient may not complain of stress 
incontinence. 
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AMPHOTERICIN B effectively eradicates urinary infections caused by Can- 


dida albicans and other yeasts. An initial intravenous dose of 0.25 mg. 
per kilogram of body weight should be gradually increased to between 
0.5 and 1 mg. per kilogram. Within this range, the largest dose failing 
to produce toxic reactions should be given. No dose larger than 1.5 
mg. per kilogram is advised. Antipyretics or antihistamines may be 
used to relieve or prevent chills and fever, the main side effects. If 
headaches, nausea, and vomiting occur, the dose should be reduced. 
Liver, kidney, and bone marrow functron studies should be made 
periodically in patients receiving prolonged therapy. Amphotericin B 
was the only drug that successfully treated 4 of 5 patients with fungus 


infections of the urinary tract. 


J. K. SOKOL: Fungus infection of the urinary tract. Quart. Bull. Northwestern Univ. 


M. School 34: 247-249, 1960. 
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Geriatric 
mental 
illness 


Methodologic 
and social aspects 
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The over-all design of a five-year 
research program devoted to the 
study of mental illness in old age 
is described. Objectives of the proj- 
ect are to determine why elderly 
persons are entering mental hos- 
pitals in increasing numbers, to an- 
alyze patterns of aging among low- 
er socioeconomic groups, and to 
evaluate methods employed to treat 
mental disorders. 


MARJORIE FISKE is social scientist with the 
Langley Porter Neuropsychiatric Institute, 
San Francisco. 
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MB The general objectives of a series 
of studies in geriatric mental illness now 
in progress at The Langley Porter Neu- 
ropsychiatric Institute, under a grant 
from the National Institute of Mental 
Health, are to determine medical, psy- 
chologic, and sociologic reasons why 
increasingly large proportions of older 
persons are finding their way to public 
mental hospitals; to analyze prevailing 
patterns of aging among the lower so- 
cioeconomic groups, with special atien- 
tion to factors which appear to be asso- 
ciated with age-linked mental disturb- 
ances; and, in the light of these findings, 
to trace the “natural history” of mental 
disorders in this age group and evaluate 


” 


the therapeutic methods commonly ap- 
plied to it. 

This paper is devoted to a brief de- 
scription of the over-all design and to 
some of the sociologic aspects of the 
study which seem most promising at 
this early phase of the five-year research 
program. 


Research Design and Sampling 
The project, still in its first and form- 
ative year, will consist of a series of 
interrelated studies conducted by an in- 
terdisciplinary research team. The re- 
search plans are, in part, premised on 
the fact that office space and access to 
patients are available for this calendar 
year at San Francisco General Hospital’s 
Psychiatric Admitting Ward. 
Exploratory case studies undertaken 
last fall soon made it clear that persons 
admitted for the first time at the age 
of 60 or over are very heterogeneous in 
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regard to psychiatric diagnoses, phys- 
ical and psychologic conditions, and 
socioeconomic backgrounds. A review of 
the literature revealed that comparative- 
ly little is known about the relationship 
of the significant medical, psychologic, 
and social factors related to geriatric 
mental illness. 

Both of these factors—the paucity of 
data and heterogeneity of the group— 
made it advisable to devote the first 
year to an extensive study of a “uni- 
verse” of approximately 600 first ad- 
missions to the County Hospital, supple- 
mented by a community sample of sim- 
ilar proportions. 

The data thus gathered will be used to 
compare hospitalized and nonhospital- 
ized persons and to identify the crucial 
factors involved in mental hospitaliza- 
tion in this age group. Once these factors 
have been singled out, key groups of pa- 
tients and nonpatients will be located 
for intensive study during the later 
phases of the project. 

By selecting persons from a_psychi- 
atric screening ward of a public hospital, 
the study is distinctly focusing on the 
lower socioeconomic levels. About half 
of the first 100 patients have a current 
income of under $1,500 per year, and 
over two-thirds have had a grammar 
school education or less. They are about 
evenly divided between white and blue 
collar workers, with only a handful fall- 
ing into professional or executive cate- 
gories. The community sample, by fo- 
cusing on areas of the city in which 
there are high proportions of older peo- 
ple, will also fall predominantly in the 
lower economic strata. 

The field work for the community 
study is being conducted by the Survey 
Research Center at the University of 
California in Berkeley. The first step 
consists of a house-to-house canvass of 
some 10,000 dwelling units to locate ap- 
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proximately 2,500 older people and to 
gather some elementary data about them. 
A sample of 600 will then be drawn 
from this list and stratified by age, sex, 
marital status, and whether living alone 
or not. 


Analytic Methods 


The first 100 or so hospital cases suggest 
that, regardless of ostensible or stated 
reasons for admission and regardless of 
diagnostic classification, many have ex- 
perienced major life changes in rather 
quick succession. These changes include 
retirement, ill health, loss or ill health 
of close relatives, physical moves, role 
changes, and decline in socioeconomic 
status. A few report improvement in fi- 
nancial status, which paradoxically 
seems to create about as many problems 
as poverty. One of the project’s major 
challenges will be the development of 
analytic models or schemes for studying 
change in the individual and his circum- 
stances and the relationship, if any, be- 
tween such change and the development 
of psychiatric problems. 

A second analytic problem implicit 
in the study’s objectives is still more 
staggering—namely, the development 
of methods for assessing the comparative 
importance and the interplay of phys- 
ical, psychiatric, psychologic, cultural, 
economic, and social factors in conduc- 
ing or deterring good adjustment in old 
age. At least 3 approaches to this prob- 
lem will be considered: (1) quan- 
titative manipulation of the several vari- 
ables, including cluster analysis; (2) 
qualitative analysis of the interplay 
of the several variables in each case his- 
tory; and (3) a rank ordering of vari- 
ables in each case by independent judges. 
At best, we can hope to contribute only 
a very partial solution to this problem, 
which has long plagued researchers in 
the mental health field. 











A third analytic problem related to 
this lies in the analysis of factors and 


reasons involved in the decisions lead- 
ing to hospitalization. Several patterns 
that are followed in making decisions 
are already discernible, and they vary 
both with the nature of the disorder and 
with the socioeconomic background. In 
chronic cases, the tolerance level of rela- 
tives or others connected with the patient 
appears more decisive than the condition 
of the patient. For example, in acute 
cases, panic, bewilderment, and lack of 
knowledge of alternatives on the part 
either of the patient or of other per- 
sons involved in the problem may be 
crucial determinants in the decision. It 
may also be that through some subtle or 
obvious workings of an informal “infor- 
mation network,” persons living in cer- 
tain neighborhoods are more likely to be 
hospitalized than persons with similar 
conditions who live in other neighbor- 
hoods. Regardless of the nature of the 
illness and of the neighborhood in which 
the patient lives, class, cultural, and 
other environmental have 
a bearing on deciding whether to hos- 


factors may 


pitalize a patient. 


Some Sociologic Speculations 


One 
ciated with 


way in which class may be asso- 


reactions to and solutions 
for the stresses of aging has to do with 
habits of foresight and of imaginative 
anticipation. Research colleagues at Chi- 
cago, Cornell, and elsewhere report that 
good morale or “‘successful aging” among 
older people is most common among the 
upper socioeconomic groups and least 
common among the blue collar workers. 
One possible explanation for class dif- 
ferences in this area is that classes differ 
in exposure to successful models and in 
habits of planning. Wayne Thompson 
of the Cornell Study of Occupational 


Retirement, for example, demonstrates 
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that not only are favorable attitudes 
toward retirement in the preretirement 
period significant but that a realistic an- 
ticipation of the practical features of 
retirement also facilitates adjustment 
when the time comes.! 

The data thus far suggest that there 
is less practical planning for the future 
among skilled and unskilled workers 
than among white collar workers and 
that the former tend to be highly un- 
realistic about their capabilities, express- 
ing determination to return to their 
rooming houses or hotels when they are 
patently unable to care for themselves. 

As the program moves into the phase 
of more intensive study of selected cases, 
Riesman’s concepts of generational 
differences in regard to “inner” and 
“other” directedness may be explored. 
In many cases, material on attitudes 
and values will be directly available from 
three living generations and, in the rec- 
ollections of the older respondents a- 
bout their parents and grandparents, 
indirectly from one or two more. An 
impressionistic review of the first 100 
suggests marked 
generational differences in attitudes to- 
ward public aid and public institutions. 
“The State doesn’t take very good care 


extensive interviews 


observed one son 
whose mother was most eager to take 
care of herself. But the data also sug- 
gest that personality characteristics 
should, insofar as possible, be carefully 
watched in exploring intergenerational 
differences. There have already emerged 
a few revengeful or ambivalent 
dren”’ resentment 


of our old people,” 


‘chil- 
toward their 
parents increases as the responsibility 
for making decisions increases and whose 
favorable attitudes toward public care 
seem to vary directly with the degree of 
such resentment. 


whose 


A common assumption—perhaps de- 
rived from press reports and popular 


GERIATRICS, JUNE 1961 











biographies—is that as people grow 
older, they become more interested in 
religion. Yet among the first 100 pa- 
tients studied, there are at least signs 
to the contrary. Several attend church 
less frequently than at age 50, and very 
few attend more often. But, of course, 
it would be unwise at this point of our 
knowledge to suggest that a change in 
behavior, such as less church going or 
reading of spiritual works, necessarily 
implies less concern with religion or 
spiritual matters, since a decline in such 
activities may well be linked to some 
new physical disability or deterioration. 

A sidelight on the role of the mass 
media may turn out to have some sig- 
nificance in this respect. It would be 
reasonable to assume that as a person 
becomes more restricted in the use of 
his energy and less able to engage in 
active pursuits, interest In or exposure 
to more passive forms of gratification, 
such as that provided by television, 
radio, and motion pictures may increase. 
And, in fact, from a companion study 
being conducted among a cross-section of 
a more middle-class and younger (40 
to 70) group by a University of Chi- 
cago team? comes some verification of 
this assumption, particularly in regard 
to religion. As people grow older, they 
tend to stop going to church, but they 
listen to religious programs on radio or 
television more than previously. 

We found little evidence that such sub- 
stitution had taken place among older 
persons newly admitted to a_psychia- 
tric ward. Is it that the more deteriorated 
group is indifferent to or, perhaps, in- 
capable of using such alternatives? Cer- 
tainly there is ample evidence of dete- 
riorated eyesight and hearing, and there 
are reports that old people view televi- 
sion, radio, and motion pictures less fre- 
quently and do less reading. In fact, a 
number of persons look upon television, 
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and sometimes radio, regardless of type 
of program, as irritating. At least two 
persons suggested that their annoyance 
with television was connected with the 
events leading to hospitalization. Wheth- 
er this means that persons we might look 
upon as suffering the extremes of the “‘in- 
sults” of aging reach the hospitalization 
point in part because they can utilize 
fewer substitutes for their accustomed 
needs or whether they lack the inner re- 
sources to seek out such substitutions are 
questions which must be left to the inten- 
sive phase of the study. The recently 
published report by Columbia Univer- 
sity’s Conservation of Human Resources 
Project® on the positive relationship be- 
tween education and the capacity to en- 
dure stress among enlisted men suggests 
that the capacity to seek alternatives for 
needs and pleasures that can no longer 
be enjoyed in their original form may 
be well worth exploring. 

In considering environmental changes, 
one is likely to think first of the social 
stresses that accompany residential mo- 
bility. The assumption has been that at- 
tachments to the familiar strengthen with 
age and that residential moves are for 
that reason more painful for older than 
for younger persons. The data gathered 
thus far reveal that while some older 
persons who arrive at the psychiatric 
wards have moved several times in their 
immediate past—a few have moved as 
often as six or eight times within the 
six months prior to admission—the 
usual pattern is far more stable. A ma- 
jority have lived in San Francisco for 
twenty years or more, and many of them 
have resided in the same house. 

There are also some cases in which such 
residential moves are clearly symptoms 
rather than causes of stress. Among pa- 
tients with paranoid tendencies, the 
moves from rooming house to rooming 
house, or hotels as they are euphemisti- 
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cally called, are often entirely self-initi- 
ated. More than one elderly woman has 
been known to check into a hotel after a 
brief stay at another one, pay a week’s ad- 
vance rent, and then promptly disappear 
only to show up at a third hotel or on 
the psychiatric ward. 

Whether residential moves have been 
forced or self-initiated, we are beginning 
to wonder whether direct sensory knowl- 
edge of the physical environment is not 
at least as important as attachment to 
persons or things within it. Bewilder- 
ment as to what is where and who is who 
may, we suspect, constitute a threat to 
the sense of integrity of the self. There 
is no way of knowing as yet whether 
the difficulties that some older persons 
have in “internalizing” new physical en- 
vironments are due to slower learning, 
to some mental malfunctioning, or to 
an emotional resistance toward making 
the effort. Piaget’s postulate of a close 
link between the development of intel- 
ligence and the ability to develop con- 
cepts of an ever-broadening spatial field 
that 
ration in old age may decrease the ca- 
pacity for orientation-in-space. Perhaps 


suggests possibly brain deterio- 


psychiatrists and psychologists may be 
tempted later in the project to conduct 
some intensive determine 
whether the progression in the capacity 


studies to 


to develop concepts, as observed by 
Piaget, from objects, to space, causality, 
time, and finally, the universe has its 
parallel in the normal or the ill older 
and, if regression, 
it takes place in the same se- 


person there is a 

whether 

quence. 
Most 


can be systematically explored only in 


of the themes mentioned here 
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the third and fourth years of the project, 
when intensive case studies will be un- 


dertaken. In the present, extensive phase 
in which data on 1,200 persons are to be ° 
analyzed, the methodologic problems 
are fully as challenging as the substan- 
tive ones. Procedures will have to be 
developed for reconciling the varied re- 
search approaches of psychiatrist, psy- 
chologist, and sociologist. Even more 
challenging is the problem inherent in 
one of the project’s chief virtues, that of 
including both hospitalized persons and 
those living in the community. In brief, 
the dilemma is how to insure the com- 
parability of data gathered in a hospital 
by an interdisciplinary team, including 
clinicians, with data procured by inter- 
viewers from respondents who live in 
the community at large. The project 
staff will certainly not solve this prob- 
lem in any final way, but, by experiment- 
ing with a number of approaches, it 
hopes at least to be able to answer the 
question whether survey methods can be 
adapted so that a community group can 
be compared with a hospitalized group 
in respect to physical, emotional, and 
mental disability as well as in respect 
to socioeconomic factors. 

Based on a paper originally presented at the 
meeting of the American Public Health As- 


sociation, Western Branch, Symposium on Cur- 
rent Research, June 2, 1959. 
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A study of L-Glutavite as compared 
to a Ritalin combination 
in the chronic brain syndrome 


ROBERT D. CURRIER, M.D., 
EDWIN M. SMITH, M.D., 
EDWARD H. STEININGER, PH.D., 
and MARION STEININGER, PH.D. 
ANN ARBOR, MICHIGAN 


L-Glutavite and a combination of 
Ritalin, vitamins, and tron were ad- 
ministered to 20 patients in a coun- 
ty hospital in order to compare 
their effectiveness in relieving the 
symptoms of severe chronic brain 
syndrome. Differences in degree of 
improvement between the two 
medications were insignificant. 
Probably this type of medication 
is of no benefit to such patients. 
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Jackson, MARION STEININGER is @ psy- 
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i In a search for a suitable compound 
to influence the mental processes of the 
deteriorated and confused older person, 
various remedies were reviewed. It would 
be gratifying if an agent could be found 
that would help elderly persons with 
chronic brain disease to think better 
and, therefore, adjust better to their en- 
vironment, even though its use might be 
limited to the nursing home, mental hos- 
pital, or county hospital. Such an agent 
would certainly make caring for these 
patients easier for the personnel of such 
institutions. 

It was thought that possibly glutamate 
offered the best possibilities because of 
its previous trials, which have been for 
the most part successful, and because 
of the suggestion that it enters in some 
way into cerebral metabolism while most 
of the other drugs considered were more 
obviously stimulants. In reviews of the 
testing that has been done on L-Gluta- 
vite (a combination of monosodium 
l-glutamate, iron, and vitamins) , it was 
noted that it has not been controlled in 
a double-blind fashion against its equiva- 
lent. It has been evaluated by the 
double-blind method in comparison 
with a placebo,?:> with a stimulant and 
a vitamin preparation,' and with a vita- 
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min-mineral combination. However, it 
has never been compared by the double- 
blind method with a substance similar 
to itself in the same proportions, that is, 
vitamins, iron, and a stimulant (if the 
glutamate is a stimulant) all in one 
mixture. No one really knows the meth- 
od of the action of glutamate, but 
Weil-Malherbe* has postulated that it 
is a slow-acting stimulant functioning 
through the adrenals. It has been 
thought to act directly in the cerebral 
metabolic processes, but, now, Himwich® 
feels that it does not penetrate the 
blood-brain barrier. 


Methods 


It was decided to use a double-blind 
method with a crossover to evaluate 
L-Glutavite in comparison with another 
medication which consisted of Ritalin, 
multivitamins, and iron. Ritalin (meth- 
ylphenidate hydrochloride) was chosen 
as the control stimulant because of good 
reports of its effectiveness,® 1° although 
recent double-blind studies do not tend 
to substantiate this.1!:!" For the evalua- 
tion, 20 patients with chronic brain syn- 
drome were selected at a county hos- 
pital. With 1 exception, these were all 
patients in whom chronic brain changes 
had been present for some time and 
were severe. They were given a screen- 
ing psychologic test, as discussed below. 
On the basis of this test, they were 
matched in equal pairs and divided into 
2 groups. This matching was done by a 
different (aware) * person than the one 
who did the testing. Then, the following 
schedule of medications was given: 
Group I (Ritalin combination). Each 
patient received daily in 3 divided doses: 
30 mg. of iron as ferrous lactate (Fer- 
ro drops) 





*The terms ‘‘unaware’’ and ‘aware,’ as used in this 
study, refer to those who did not know (unaware) or 
knew (aware) which medications the patients were 
receiving. 
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30 mg. of Ritalin (3 teaspoonfuls of 
Ritalin HCl dry mix) 


3 multivitamin capsules containing 


(total) 
Ascorbic acid 450 mg. 
Niacinamide 45 mg. 
Calcium pantothenate 15 mg. 
Vitamin By,» 3 pg. 
Vitamin B, 3 mg. 
Vitamin By 6 mg. 
Vitamin B, 3 mg. 


The contents of the capsule, the Ferro 
drops, and the Ritalin powder were add- 
ed to 2 oz. of tomato juice and were dis- 
tributed with the other patient medica- 
tions three times a day (between meals). 
Group II (L-Glutavite). Each patient 
received daily in 3 divided doses: 
Ferrous sulfate 33 mg. 
Monosodium 
I-glutamate 10.44 gm. 
Niacin (nicotinic acid) 75 mg. 


Vitamin B, 1.8 mg. 
Vitamin By 2.4 mg. 
Vitamin By 2.1 mg. 


This agent was also served in 2 oz. of 
tomato juice and distributed with the 
other patient medications three times a 
day (between meals). It is felt that the 
lack of vitamin C (ascorbic acid) in the 
L-Glutavite was compensated for in the 
vitamin C content of the tomato juice. 

None of the unaware investigators 
knew at any time which patient was in 
which group or which medication was 
being given. The medications were giv- 
en for a five-week period. At the end of 
this first period and before the medicines 
were withdrawn, the same _ psychologic 
test was repeated. After this, there was 
an eight-week period of no medications 
during which the tomato juice three 
times a day was continued. Thereupon, 
the medications were given again for a 
five-week period but were reversed, 
Group I receiving L-Glutavite and 
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Group II Ritalin. Before the medica- 
tions were started at this time, another 
psychologic test was done; a fourth psy- 
chologic test was done just before the 
end of the second five-week medication 
period. Thus, the study was done with 
matched pairs in a double-blind fashion 
with a crossover. 

During the time the patients were re- 
ceiving medication, they were examined 
once weekly (except for a two-week gap 
in the second medication period) by 
one of us who was unaware. A note was 
made as to their mental status and gen- 
eral appearance at the same time. In 
addition, another of us (aware) talked 
to the nurses, who were also aware, and 
asked them how they felt the patients 
were behaving as regards cooperation, 
the like. These 2 
groups of observations are included in 


socialization, and 


tables 1 and 2. 


Methods of Psychologic Testing 


A psychologic test was devised specifical- 
ly for this study and was to fulfill sev- 
eral criteria: 

1. It had to be sensitive at the lower 
end of the disorientation (or “confu- 
sion”) continuum, in order to pick up 
changes in the degree of disorientation 
of those with the most marked chronic 
brain syndrome. 

2. It had to be a test of mental func- 
tioning in other areas (memory, abstrac- 
tion, learning ability) . 

3. The test had to be entirely verbal 
in nature because of the physical im- 
pairments (visual and motor) of the pa- 
tients. Such a test was devised by 2 of 
us (E.H.S. and M.S.) and was tried on 
patients with chronic brain syndrome in 
an institution other than the one under 
consideration. It was found that retest- 














TABLE | Results After First Five- Week Medication Period 
Psychologic test Nurses’ Physician’s 
Patient Age Sex Diagnosis* Score Score evaluation evaluation 
before after (aware) (unaware) 
A | FC. 74 M OBS, CD, diabetes 2 2 Unchanged _ Improved 
§ M.F. 76 F OBS, CVA 8 8 Unchanged Unchanged 
3 foe 12 66 M OBS 19 32 Unchanged Unchanged 
Fy: | be, 80 F OBS, diabetes 2 2 Unchanged Unchanged 
oO i | N.R. 90 M OBS, CVA, diabetes 9 11 Unchanged Unchanged 
g | N.S. 77 F OBS, psychosis 0 2 Unchanged ?Improved 
EE a ee Oe ee ee — copie 
? | Average gain +3 
D.J. 65 F OBS, CVA - 8 1z Improved Unchanged 
os | M.P. 77 M OBS, CVA 13 21 Unchanged Unchanged 
at | R.V.H. 82 M OBS, diabetes 20 13 Improved Improved 
a5 | Bot 83 F OBS, psychosis 2 2 Unchanged Unchanged 
&: | AS: 73 F OBS, CVA 4 8 Unchanged Unchanged 
i WS. 84 F OBS, psychosis 19 14 Improved Unchanged 


CVA, diabetes 





Average gain 


+0.7 





*OBS—chronic brain syndrome. 
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CVA—cerebrovascular accident. 


CD—convulsive disorder. 











TABLE 2 





Results After Second Five- Week Medication Period 














Psychologic test Nurses’ Physician’s 
Patient* Score core evaluation evaluation 
before after (aware) (unaware) 
PAC 4 2 Improved Improved 
M.F. 4 0 Unchanged Unchanged 
2 T.K. 3 10 Worse Unchanged 
26 L.G. 2 2 Improved Unchanged 
o5 
Oo N.R. 7 8 Worse Improved 
= N.S. 2 2 Unchanged ? Improved 
Average gain 0 
D.J. 7 3 Improved Unchanged 
& M.P. 8 17 Unchanged Unchanged 
Pes R.V.H. 14 15 Unchanged Unchanged 
af B.T. 2 2 Unchanged Unchanged 
2s : 
Oc A.S. s 8 Unchanged Unchanged 
9 H.S. 12 17 Improved Unchanged 
Zz 





Average gain +2.5 


“Patients in this table are the same as those in Table 1. 


ing this comparable group of patients 
with the same test resulted in no un- 
reliability attributable to learning of the 
test materials or methods, probably be- 
cause of the marked mental impairment 
of the patients. It is thought that the test 
did measure disorientation fairly well, 
especially where a gross defect was pres- 
ent, because the same questions were 
used (and a number grade assigned to 
them) 


when checking disorientation. 


that a physician usually asks 
A short summary of the test follows, 
with sample questions.* 
Section I: Personal Orientation. (8 ques- 
tion sets; 22 points) 
Q 1. How old are you? What year 
were you born? 
Q 2. What year is it 
month? What day? 


What 


now? 


*A copy of the test, complete with instructions to 
the patients and the scoring system, may be obtained 
from Edward H. Steininger, Ph.D., Warren County 
Guidance Center, Belvidere, N. J. 
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Section II: Opposites. (8 questions; 16 
points) 


Q 1. What is the opposite of day? 


Section III: Abstraction. (12 
points) 


sets; 24 
Q 1. Apple—peach—pencil: Which 
one doesn’t belong? Why? 
Section IV: 


Flexibility. (6 sets; 24 


points) 

Q 1. Man—woman—boy: Which one 
doesn’t belong? Why? 
Look at it differently. Which one 
doesn’t belong then? Why? 


Sections V and VI: Immediate and De- 

layed Recall. (9 sets; 49 points) 

Q 3. Digit span 

Q 5. The subject was asked to repeat 
the numbers a second time (with- 
out any further repetition by the 
examiner) after answering some 
intervening questions. 
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Section VII: Learning ability. (10 ques- 
tions; 20 points) 
If the answer to a question was “yes,” 
the patient was to say “TI”; if it was 
“no,” he was to say “F.” 
Q 1. Is fire hot? 


Thus, it can be seen that a patient who 
knew only his age and what year it was 
scored perhaps 3 or 4 points. Such scores 
were not unusual for the present group. 


Results 


The results are summarized in tables | 
and 2. 

The patients did not know that they 
were taking any medication in their 
tomato juice. However, | patient refused 
the tomato juice (still not knowing that 
it contained medication) and was 
dropped from the series. Another pa- 
tient improved and went home, 5 pa- 
tients died, and 1 was omitted from the 
calculations when it evident 
that she did have severe chronic 
brain syndrome and was functioning at 
a much higher level than the others. 
Her inclusion in the original group was 
an error. Those that died were nearly 
equally divided between the 2 groups. 
This left 12 patients at the end of the 
eighteen weeks. 


became 
not 


Thus, as can be seen in the tables, 
there were 6 patients remaining in each 
group at the end of the study. The psy- 
chologic test scores suggest that the Ri- 
talin combination produces gains in 
more patients and losses in fewer pa- 
tients than does L-Glutavite. However, 
the obtained difference is statistically in- 
significant, although it was consistent in 
both groups, and it is probable that no 
gain can be claimed for either combina- 
tion, whether it was measured by the 
psychologic tests, nurses’ evaluation 
(aware) , or unaware physicians’ evalua- 
tion. 
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Discussion 


All but 2 of the patients who participat- 
ed in the study had had general physi- 
cal and neurologic examinations as part 
of previously reported studies.1°15 The 
chief diagnosis (and the main reason 
that they were picked for inclusion in 
the study) was chronic brain syndrome. 
In all cases, this was thought to be the 
result of cerebral arteriosclerosis. This 
diagnosis was made as a result of mu- 
tually confirmatory medical and neuro- 
logic findings. In addition, 7 of the pa- 
tients had diabetes and 4 more had po- 
tential diabetes, as demonstrated by glu- 
cose tolerance test results.'6 This group 
of patients represents quite well the 
common types seen in county hospitals 
and nursing homes and is characteristic, 
we believe, of those older patients in 
many institutions with marked chronic 
brain syndromes bordering on the psy- 
chotic. In fact, 2 of our patients were 
thought to be possibly psychotic as the 
result of their marked chronic brain syn- 
drome. 

Although the series is small, it is felt 
that the patients definitely received a 
therapeutic dose of both medications 
and that the study was done in a valid, 
double-blind manner. 

The use of the drugs probably was not 
responsible for any of the deaths that 
took place during the drug therapy pe- 
riods. This mortality rate over a four- 
month period is not too unusual in this 
type of patient population. As nearly as 
could be told, 3 died of heart failure, 1 
had a repeat cerebrovascular accident, 
and 1 had a hemorrhage from the lungs 
of unknown cause. The patients who 
died had been on both drug combina- 
tions, and their deaths are probably only 
significant of the generally deteriorated 
state of these patients as a whole. 

No side effects were noted with any 
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of the medicines. No flushing of the 
face was seen, and a patient who had 
been subject to convulsions had none 
while taking the medications. 

Since concurrent studies of other kinds 
were taking place simultaneously in the 
hospital, consisting of craft, recreational, 
and socialization programs, the factor of 
increased stimulation of the patients by 
the testing group probably did not enter 
into the results of the present study. 

This study might be criticized because 
we used those patients with the most 
marked 
these 


mental changes to evaluate 


medications. However, these are 


the patients for whom we were anxious 
to do something, 
no amount of prodding, occupational 


the patients in whom 
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therapy, or other help can produce re- 
sults. We cannot say that these medica- 
tions would not help those with lesser 
degrees of involvement, but it appears 
that the organic changes in these mark- 
edly involved patients are irreversible 
and unlikely to be affected by any medi- 
cations now available. 


We wish to thank the staff and personnel of the 
Jackson County Hospital, Jackson, Michigan, 
for their cooperation in this study, with special 
thanks to Mrs. C. Karazim, R.N., and Dr. G. 
Baker. 


Ritalin was supplied by Ciba Pharmaceuticals, 
Inc. L-Glutavite and multivitamins were provid- 
ed by Crookes-Barnes, Inc. 


This study was supported by grants from the 
U. §. Public Health Service and the U. S. Office 
of Vocational Rehabilitation. 
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When atherosclerosis begins 


in the brain and aorta 


& Of late, gerontologists have become 
much interested in comparing the age of 
onset of atherosclerosis in the brain and 
neck, in the aorta and heart of individ- 
uals, and in persons from several races. 

An interesting report on some of these 
studies made by John Moossey was pub- 
lished in Neurology. He studied the in- 
tracranial portions of the internal carotid 
and basilar-vertebral arterial systems re- 
moved from 122 autopsied patients in 
New Orleans. The ages of the persons 
ranged from 9 to 93 years. Fatty streaks 
and fibrous plaques were found at all the 
ages above 20 years. There was no good 
correlation between age and the number 
of plaques. The earliest sites of deposi- 
tion were the internal carotid and verte- 
bral arteries, followed in turn by the 
basilar artery and the middle cerebral 
vessels. 

In 4 cases, thromboses were superim- 
posed on atherosclerotic plaques, and, 
in 12 cases, there were cerebrovascular 
lesions severe enough to have been a 
cause of death. In 5 other cases, there 
were small, old cerebral vascular lesions 
not severe enough to cause death. In 27 
cases, “old small parenchymal lesions 
alone were present (little strokes?) .” 
Most of these patients had died in their 
50’s. 

In one remarkable case in which there 
was only a minimal disease of the inti- 
ma, the patient died of a massive hem- 
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orrhage in the corpus striatum and tem- 
poral lobe. There was no hypertension 
and no microscopic or gross local ab- 
normality, such as a tiny aneurysm, to 
explain the rupture of the artery. Just 
this one case can serve to show how far 
from simple our problems are, and how 
little likely they are all to be solved by 
trying to avoid atherosclerosis, a high 
blood cholesterol, and an 
tendency for the blood to clot. 

Dr. Moossey and a few others have 
found. that the changes in the cerebral 
arteries tend to come later in life than 
do the changes in the coronaries. 


abnormal 


WALTER C. ALVAREZ, M.D. 


Are the old more likely to 
have automobile accidents? 


Hj In this issue of Geriatrics is an excel- 
lent article by Donald P. Kent and Ger- 
aldine B. Novotny, who supply much- 
needed information in regard to old peo- 
ple and auto accidents. As they say, 
many of the statements in the literature 
have been made by people who appar- 
ently did not look up the actual statis- 
tics. On the contrary, the available fig- 
ures indicate that old people can drive 
without any great increase in the acci- 
dent rate. 

I agree with Kent and Novotny that 
eyesight is not likely to be much of a fac- 
tor in producing accidents. Even with 
my uncorrected poor vision, I can see a 
car approaching and, with my glasses, 
I have almost normal vision, and I am 
in my 70s. 

I have long wondered if some old peo- 
ple should be denied a license because 
of a very slow reaction time, but now 
table 2 of Dr. Kent’s article shows that 
the “brake reaction time’ is not much 
increased after the age of 60. This abili- 
ty to react promptly should vary from 
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one septuagenarian to another. Perhaps 


because I was a boxer in college, I still 
have a very quick reaction time. Anoth- 
er man who never was athletic and per- 
haps always had a slow reaction time 
may still have it. 

Interesting is the experience of one of 
my friends who has always been a splen- 
did driver. One day he nearly lost his 
life because a farmer, coming out of his 
road and seeing my friend rushing down 
at him, froze to the wheel and drove 
right out into the middle of the high- 
way, where he stopped. If my friend 
hadn’t been able to go around through 
the ditch, he would have been killed. 
The next time he had trouble with an 
old driver, he was badly smashed up. 
But the accident was not caused by poor 
eyesight; it was due to the fact that the 
80-year-old farmer became impatient, 
lost his temper and, at the top of a hill, 
drove out into the left half of the road, 
where he met my friend head-on. This 
farmer’s accident was due to very com- 
mon causes—disregard for personal] safe- 
ty and disregard for the rights of others. 
Perhaps, if the old man had had a good 
reaction time, he could have shot into 
the ditch instead of smashing into my 
friend’s car. For years, on the highway, 
I have never approached the top of a 
hill without looking to see if I could 
safely go into the ditch if, suddenly, 
someone came at me on my side of the 
road. 

I have done much thinking since a few 
years ago when, because I had passed my 
seventieth birthday, I had to be exam- 
ined before my driver’s license could be 
renewed. About all the man did was to 
ask me about the rules of the road and 
to make a rough test of my vision. Then 
a man watched me drive my car around 
the block. That day it seemed to me 
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that I really hadn’t had a test of much 
value. What might have been good 
would have been a test with one of those 
pieces of apparatus in which the person 
watches a movie screen. Then, sudden- 
ly, a car seems to come at him and he 
has either to turn the wheel and step 
hard on the accelerator or he has to 
slam on the brakes. But even this type 
of test might not have told whether I 
would behave like the old farmer who 
drove out of line when he got tired of 
going slowly up a hill. 

While I am on this subject, I might 
say that a perilous and not-so-rare of- 
fender on the road is the person who 
“goes to sleep at the wheel.” There are 
hundreds of thousands of epileptics on 
the road, and every so often one of them 
blacks out and goes head-on into another 
car, or into a crowd of people standing 
on the sidewalk. Yet, hardly anyone 
dares suggest that an epileptic person 
should not drive alone or that many 
persons be tested for epilepsy. There are 
people, also, who should not drive be- 
cause they are subject to narcolepsy or 
because they are taking big doses of tran- 
quilizers which may suddenly make 
them drowsy. 

Obviously, we in America do not care 
to face the most essential fact, which is 
that we should take away the license 
from the man who often goes out on the 
highway drunk. So long as we don’t 
bother him much, we must expect to 
hear of thousands of deaths on the high- 
ways. Obviously, also, so long as we al- 
low 16-year-old boys to drive, with their 
accident rate several times more than 
that of the average driver, we are going 
to have a lot of trouble. As a nation we 
are not yet mentally ready to get tough 
with the killer on the road. 

WALTER C. ALVAREZ, M.D. 
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Political aspects of aging 


MM It is significant that the Fourteenth 
Annual Conference on Aging, to be held 
under the auspices of the University of 
Michigan in Ann Arbor, June 16 to 21, 
1961, is centered around the political 
aspects of aging. This is in accord with 
the increasing importance of older peo- 
ple as an outstanding political factor of 
our time. 

The conference objectives are to con- 
sider the present and potential roles of 
older people in political action, to un- 
derstand the place of political action in 
meeting the needs of older people, and 
to study the aims of organizations of 
older people with reference to political 
action. 

The conference will consider attitudes 
regarding the potential political power 
of older people, and it will review the 
political aspects of aging in pre-indus- 
trial and industrial cultures. There will 
then be sessions on older people as par- 
ticipants in politics with considerations 
of psychologic and social determinants 
of voting behavior. There will be reports 
on the various kinds of organizations in- 
volving older people from the stand- 
point of social influence, personal ex- 
pression, and retirement. There will also 
be discussion on voluntary and religious 
organizations which serve older people. 
Social needs will be examined with re- 
gard to housing, employment, income 
maintenance, leisure activities, and edu- 
cation. The final part of the conference 
will be devoted to a consideration of 
.political parties and legislative action 
on behalf of older people. 

Some of the specific problems to be 
examined at the conference deal with 
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conflicts of interest of various age 
groups, the influence of the political 
behavior of older people on community 
life, and the sort of political activity 
which may be expected of older people. 
The conference will approach such 
questions as: does political participation 
increase or decrease with age; do older 
people vote as a block or as members of 
a social or economic class; will a set 
culture of retired people develop; what 
are the implications for social progress 
with older people in governmental po- 
sitions; what opportunities exist for 
older people in political affairs; will 
leadership for organizations of older 
people come from within their own 
ranks; what kind of pressure groups may 
develop as a result of political activity 
on the part of older people? 

This important conference is spon- 
sored by the Division of Gerontology of 
the University of Michigan with the In- 
stitute for Social Service, the Institute of 
Public Health, the Medical School, the 
School of Social Work, and various gov- 
ernmental agencies. One of the major 
objectives of the institute will be to de- 
velop plans for leadership training for 
senior citizens. 

It is to be hoped that the discussions 
from this conference will be recorded so 
that a published record of the delibera- 
tions of the conference may be made 
available for study by interested people 
throughout the country. 

CHAUNCEY D. LEAKE 


Local communities plan 

for their aging population 

HM It is quite exciting for us to observe 
how an increasing number of communi- 


ties in various parts of the country are 
becoming active in developing programs 
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designed to create understanding of 
aging processes, and to develop pro- 
grams of service for the benefit of old 
people. 

An example of such a_well-devised 
local program is the recent Institute for 
a Better Understanding of Aging and 
the Aged, arranged in late October by 
the Department of Public Welfare of 
San Diego, California. This was planned 
by the Old Age Security Section of the 
San Diego Department of Public Wel- 
fare, and was aided by the San Diego 
Chapter of the American Red Cross. 

The institute opened with a consid- 
eration by W. Lee Porterfield and Caro- 
lyn Doolittle on the way public welfare 
departments may aid in direct service 
for the aged. This was followed by a 
symposium discussion on understanding 
of the aging and the aged: Oscar Kap- 
lan considered psychologic problem 
areas in working with older people; ‘Ted 
Rosen analyzed casework aspects of work- 
ing with the elderly; and Harold Behne- 
man discussed common medical prob- 
lems of older people. 

This symposium was followed by a 
series of social caseworker studies: Mrs. 
Henrietta Rubinstein discussed the uti- 
lization of casework services by older 
people; Mrs. Miriam S. Lewis led a dis- 
cussion on the significance of illness and 
disability in relationships with older per- 
sons; James Garfield reviewed communi- 
ty resources in the casework effort; and 
Dora Purchard surveyed attitudes and 
behavioral patterns in relationships with 
older people. 

This San Diego program not only at- 
tracted much interest locally, but ob- 
servers came from other agencies in Cal- 
ifornia, as well as from neighboring 
states. This sort of program can readily 
be arranged in any moderate-sized com- 
munity. At meetings of this sort, experts 


could be asked to report on scientific ad- 
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vances in our knowledge of the aging 
process, and suggestions could be made 
as to how this knowledge could best be 
applied in handling these practical prob- 
lems satisfactorily. If planned as an an- 
nual event, a local symposium would 
certainly help to keep the people alerted 
to the continuing advance in better un- 
derstanding of aging and older people. 
CHAUNCEY D. LEAKE 


Samson-Raphael Hirsch 


BB One of the most devoted protagonists 
of gerontology, Dr. Samson-Raphael 
Hirsch, died on October 2, 1960, in 
Rome, while attending the Third Euro- 
pean Congress of Cardiology. Dr. Hirsch 
born on November 17, 1890, in 
Hanover, Germany, and, after receiving 
his medical degree from Heidelberg in 
1914, was appointed senior physician at 


was 


the municipal hospital in Frankfurt am 
Main. He took an active part in research 
at the University, partly in experimental 
pharmacology and partly in the physical 
basis of internal medicine. Since 1938 
he had been living in Brussels. In addi- 
tion to his activities as a specialist in 
internal medicine, he carried on scien- 
tific investigations at the University In- 
stitute of Pathological Anatomy. Among 
his many extracurricular interests was 
that of classical music; he himself was 
an able violinist. 

Dr. Hirsch’s scientific output was ex- 
tremely comprehensive. He _ published 
several of 
which are of lasting value. For instance, 
in 1923 he was the first to describe a 
method for the x-ray visualization of ar- 


over one hundred papers, 


teries and veins in living human sub- 
jects; later he demonstrated the presence 
of arteriovenous anastomoses in the hu- 
man myocardium. During the last years 
(Continued on page 70A) 
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WHENEVER YOU NEED AN 
ANTIBIOTIC-NYSTATIN 
COMBINATION... 

prescribe the only 

one with the added benefits of 
DECLOMYCIN® Demethylchlor- 
tetracycline + full activity with 





lower intake + high sustained 


, r ‘N, 


for: 24 to 48 weet oie the last dose. 


ee DECLOSTATIN 


Demethylchlortetracycline and Nystatin Lederle 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative, or write to Medical Advisory Department, 








LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. Qa 
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Gastro-intestinal 
disorders? 








CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.E, Pectin Cellulose 


Complex, Polygalacturonic and Galacturonic Acids 


Diarrheas, dysenteries— many other intestinal disorders—respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 
dosage of citrus pectin or a derivative. 

Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 


acid—the recognized detoxicating factor. Specialty formulations of leading 


pharmaceutical manufacturers contain this product of Sunkist Growers. 


Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif, 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 
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in depression 

for greater 
emotional stability 
in the aging patient 


ee! 
Tofranil Tablets of 10 mg. for geriatric use 


brand of imipramine hydrochloride 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequenily in unpredictable swings of mood. 

The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!3 
Under the influence of Tofranil, such symptoms as 


irascibility, hostility, apathy and compulsive weep- 

ing are often strikingly relieved with the result that 

life becomes easier both for the patient and those 

around him. 

Since the dosage requirements of elderly patients 
| are lower than those of the non-geriatric patient, 
| Tofranil is made available in a special low dosage 


Geigy 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wchnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


TO-657-61 
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| *patients requiring high 
or prolonged 
antibiotic dosage 














IN BRIEF \ 





*women, particularly 
during pregnancy 





*infants 





Cosa-Terrastatin provides the estab- 
lished antibiotic dependability of oxy- 
tetracycline (Terramycin®) with the 
potent antifungal activity of nystatin; 
inclusion of glucosamine enhances the 
absorption of Terramycin. Nystatin has 
a significant prophylactic action against 
monilial overgrowth. 


INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiae, spirochetes, large 
viruses, and certain parasites (amebae, 
pinworms), Cosa-Terrastatin is indi- 


cated in a great variety of infections due to susceptible organisms, 
e.g., infections of the respiratory, gastrointestinal, and genitouri- 
nary tracts, surgical and soft-tissue infections, ophthalmic and 
otic infections, and many others. The added protection afforded 
by Cosa-Terrastatin against monilial superinfection is especially 
important for those patients who are most likely to be susceptible 
to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. 
of oxytetracycline daily in four divided doses is usually effective. 
In severe infections, 2-4 Gm. daily may be indicated. Infants and 
children: 10-20 mg. of oxytetracycline per lb. of body weight daily. 
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*debilitated or 
elderly patients 


wherever 
monilial superinfection 
is a particular hazard* 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 











*patients a™, 
receiving 
corticosteroid ¢ 
therapy 


® 





*diabetics 











SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 








Science for the world’s well-being®/ PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6, New York 


= known contraindications to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 
250 mg. of oxytetracycline with 250 mg. 
of glucosamine and 250,000 units of 
nystatin, bottles of 50. Cosa-Terrastatin 
for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension 
contains 125 mg. of oxytetracycline 
with 125 mg. of glucosamine and 
125,000 units of nystatin, 60 cc. bottles. 


More detailed professional information 
available on request. 
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relieves rigidity 
and reduces muscle spasm 
in the 
parkinson patient 


mi aa 
PHENOKENE 


“Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action... a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.’’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST, 







WORT PITMAN-MOORE COMPANY 


AY DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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CURRENT COMMENT 


(Continued from page 320) 





of his life, Dr. Hirsch was deeply in- 


terested in gerontologic research and 
published studies on atherosclerosis and 
the histology of the arterioles. 

Dr. Hirsch attended a large number 
of congresses on gerontology, cardiology, 
and other aspects of internal medicine, 
taking an active and eloquent part in 
the discussions. He made many friends 
and will be sadly missed at future con- 


gresses. aide 
FORBEN GEILL, M.D. 


Copenhagen 


A new remedy for diabetes 


m Al 


greeted with interest the new drugs for 


geriatricians have doubtless 
diabetes which are given orally and 
apparently with safety. Paul L. Barclay 
reports on it in “Clinical Evaluation of 
Phenformin (DBI) in Office Practice,”’ 
(J-A.M.A. 174: 474-480, 1960). In a 
group of 104 patients, Barclay found fair 
to excellent control of the disease in 88 
per cent. Failures in 13 patients were 
caused by a number of factors. In 4 per 
cent there were distressing gastrointesti- 
nal side effects. Eight patients showed 
no response to the drug. No dangerous 
reactions were observed. 

As Dr. Leo P. Krall of the Joslin 
Clinic recently said (Chicago M. Soc. 
Bull. 63: 249, 1960), it is hard to ap- 
praise the value of new antidiabetic 
drugs because different men use them 
for the treatment of different categories 
of patients. If a man gives a new oral 
drug only in small doses and to older 
patients who have a mild form of dia- 
betes, his results are likely to be very 
good. But if he uses the new drug in 
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cases in which he was having trouble 
with diet and insulin, his results are 
likely to be poor. 

In the Joslin Clinic where the biquan- 
ides have been reserved mostly for pa- 
tients who were not doing well with oth- 
er types of treatment, the results of phe- 
netbylbiguanide (Phenformin) in 318 pa- 
ients were: successful, 59 per cent; dis- 
continued, largely because of severe side 
effects, 28 per cent; and failures (no ef- 
fect), 13 per cent. At the date of writing, 
Krall and Bradley and White had not 
seen any signs of toxicity. 

WALTER C. ALVAREZ, M.D. 


Retired men are much needed 
in the Peace Corps 


MA University of Michigan faculty 
member, Ross J. Wilhelm, suggests that, 
in choosing people for the Peace Corps, 
it would be wise to send overseas not 
only young people but many highly 
skilled retired workers. As Wilhelm says, 
such men could do immensely more for 
the undeveloped countries than could a 
bunch of boys and girls. All undevel- 
oped countries need, above all, engi- 
neers, skilled 
brick layers, carpenters, tool and die 


mechanics, machinists, 
makers, maintenance men, and men who 
can serve as foremen and managers. 

WALTER CG. ALVAREZ, M.D. 


Mental patients over 65 


i 1 was just reading that it has been 
found that one in three of the patients 
in public mental hospitals is over 65, 
and, as Senator Pat McNamara said 
when releasing the report, by 1970 this 
number will probably be increased by a 
third. 


WALTER C. ALVAREZ, M.D. 
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DESITIN 


OINTMENT 















to help 






restore essentials 
for comfort 

and health 

in the 


DESITIN OINTMENT maintains the normal 
balance of vitamins A and D and unsaturated 
fatty acids (from high grade Norwegian cod 
liver oil) essential to skin integrity. Desitin 
Ointment soothes, protects, lubricates; aids 
tissue repair in...rash and excoria- 
tion due to incontinence; senile 
dryness and itch, eczemas, ex- 
ternal ulcers, stasis dermatitis 


samples available from 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 





















“nutrition . . _ as a modifying or complicating 
factor in nearly every illness or disease state.”! 


‘Theragran 


Squibb Vitamins for Therapy 


clinically-formulated and potency-protected vitamins for your patients 
with degenerative diseases who need therapeutic vitamin support 


@@ Studies by Wexberg, Jolliffe and others have 
indicated that many of the symptoms attributed 1n the 
past to senility or to cerebral arteriosclerosis seem to 
respond with remarkable speed to the administration 
of vitamins, particularly niacin and ascorbic acid. 
These facts indicate that the vitamin reserve of aging 
persons is lowered, even to the danger point, more 
than is the case in the average American adult.9® 
Each Theragran supplies the essential vitamins in truly therapeutic amounts: 
VWinwnnA . . 6k se os DORCAS Uae 
ViommD .... ss. . BOOOUS TU 
Thiamine Mononitrate . . ... . . 10mg. 
SS a a eer i 
PIC go os wf a oe ee 
i | Qe og 
Pyridoxine Hydroc bodes (3s 0 oe eee 
Caicuam Pantothenate ... ... os .3 3 Gee 
VUE. 6 ow! KOS SO ES ae ae 


For full information see your Squibb Product Reference or Product Brief. 1. Youmans, J. B.: Am. J, Med. 25:659 (Nov.) 1958. 2. 
Overholser, W., and Fong, T. C. C. in Stieglitz, £. J.: Geriatric 
Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, 
p. 264. 





: i Squibb Quality —the Priceless Ingredient 


heragran’® is a Squibb Trademark 

















what TWIS TON does for your allergy patient 
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TWISTON is “tailor-made” to keep your al- TWISTON 

lergy patient alert. Twiston is unsurpassed ..-anti-allergic 
for symptom control. Twiston is effective in ..-anti-side effects 
unusually low dosage: has a prolonged dura- available as: 

tion of action—drowsiness rarely occurs. No Tablets 


toxicity reported. rwisTON, 2m. 
Tablets 


’ U.S. PATENT PENDING 
McNEIL Tig TrwisTOon R-A 
McNeil Laboratories ,Inc.,Fort Washington, Pa. (Repeat Action Tablets), ma. 








this is 


mm PLEXONAL 


(ACTUAL SIZE AND SHAPE) 





* Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

For example, if one tablet 
4 times a day produces 
an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


LEXONAL | 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation*’ 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. .. . Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.’” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.” 


Indications: Anxiety, tension, apprehension, « igahbpereay irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day.* 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Davanloo, H.; Am. J. of Psychiat. 117:740 (Feb.) 1961. 















Management of Psychologic Problems in 
Geriatric Ophthalmology 

W. BAB. Eye, Ear, Nose & Throat Month. 40: 40-44, 
1961. 

Handicapped vision, caused by degenerative 
intraocular changes or inoperable or unsuc- 
cessfully operated conditions, creates major 
psychologic problems in the geriatric pa- 
tient. The eyes are the chief organ of con- 
tact with the world, and any loss of vision 
is considered by the patient to be the be- 
ginning of the end. Management thus must 
be broader than is needed for many psycho- 
logic disorders not associated with the eyes 
and their function. 

Prolonged psychoanalysis and hypnosis are 
not recommended, nor should the patient 
be told that nothing can be done for him. 
Instead, the physician should attempt posi- 


tive suggestion 


ge to overcome pessimism. Op- 


tical and medical help, including optical 
devices like fit-overs and magnifying lenses, 
relief from discomfort and pain, and, possi- 
bly, vascular dilators, should be provided. 
Tranquilizers should not be prescribed in- 
discriminately, as some of the drugs have an 
atropinelike effect, blurring the vision. 

A definite way to spend the day should be 
prescribed, preferably in writing, to meet 
Such 


between 


the individual’s needs. items can be 


included as snacks meals, naps, 
walks, work on hobbies, listening to a radio, 
and visits. Frequent change is the best for- 
mula. Sometimes the patient is helped by a 
detailed explanation of the ocular and psy- 
chologic conditions. In addition, the patient 
should be urged to mobilize his will power 
to overcome the situation. 

Any management of psychologic problems 
is incomplete if the anxiety accompanying 
reduced vision is ignored. Faith and con- 
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fidence in the physician and religion and 
philosophy, if acceptable, may enable the 
patient to develop a positive attitude to- 
ward his condition. All moralizing should be 
avoided, but the that 
feelings of guilt or sin are immaterial to 


doctor must insist 
the psychologic situation and that the path 
away from anxiety toward inner freedom is 
a path of confidence, trust, and hope. 


Meniere’s Disease and Its 
Pathological Mechanism 
P. H. GOLDING-WOOD. J. Laryng. & Otol. 74: 803- 
828, 1960. 
Meniere’s disease probably is produced by 
recurring labyrinthine vasospasm. Capillary 
shut-down can lead to anoxia of either utri- 
cle or ampullae of the semicircular canals, 
presumably with interruption of continuous 
neuronal discharges. Variations in degree 
and site of spasm account for variations in 
degree and type of vertigo and for sudden 
interruption of vestibular tonus leading to a 
precipitous fall. The effects of a spasm may 
be confined to particular segments of the 
cochlea. Variable patterns of pure-tone loss 
can be explained by the spatial relation of 
tone perception to cochlear segments. 
Failure in blood supply to the stria vas- 
cularis suspends that organ’s secretory func- 
tion, and production of endolymph stops. 
Since the rate of diffusion within the coch- 
lear duct is slow, loss of endolymph secre- 
tion results in anoxia of Corti’s organ with- 
in the affected whorl, the effect increasing 
as spasm is prolonged. From loss of endo- 
lymph, Reissner’s membrane dips. 
Metabolites from the organ of Corti ac- 
cumulate in the endolymph, and the capil- 


(Continued on page 78A) 
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digests (Continued from page 76A) 





laries exude protein that can easily traverse 
the thin membrane of the stria to enter the 
cochlear duct. Osmotic tension in the endo- 
lymph rises sharply and progressively. Fluid 
is transferred, across Reissner’s membrane, 
from perilymph to endolymph. Progressive 
episodes insure eventual extreme distension 
of the entire cochlear duct and the saccule. 

After an acute episode of the disease, 
hearing recovers more slowly than balance. 
The return of blood supply is not immedi- 
ately sufficient to restore function to Corti’s 
organ. Function of the stria vascularis and 
the organ of Corti is impaired by anoxia 
long before structural changes can occur in 
either. Reversible damage soon is restored 
by return of blood supply. Recurring anox- 
ia, however, leads to irreversible damage 
and, ultimately, to histologic change. Hence, 
hearing fluctuates and improvement tends 






to be arrested at progressively lower levels 


until serious permanent deafness obtains. 
This mechanism explains the correlations 
between severity of hearing loss and the re- 
sult of sympathectomy. 

Recognition of the reversible and _irre- 
versible changes depends on the intrinsic 
state of the capillary walls as well as on 
previous damage to sense organs. Vasospasm 
may be induced or aggravated by such varied 
factors as emotional stress, exposure to cold, 
or trauma. 


The Treatment of Elderly Women with 
Cancer of the Breast 


D. J. HOSBEIN, and J. MITHOEFER. 
North America 40: 889-898, 1960. 


Surg. Clin. 
Regardless of a patient’s age, radical mastec- 
tomy is the preferred treatment for carci- 
localized to the breast or to 


noma breast 


and axilla. Specific contraindications, be- 
sides general physical feebleness, are distant 
metastases, satellite nodules, fixed axillary 


(Continued on page 80A) 








PRUSTHLLE 


PROSTALL shrinks the enlarged pros- 
tate, without surgery, by local decon- 
gestion and de-edematization. 

Each capsule contains 6 gr. of a bio- 
chemical combination of glycine (ami- 
noacetic acid), alanine and glutamic 
acid. 

No toxicity, no side-effects, no contra- 
indications ever reported after use in 


thousands of cases. 


REDUCES 


PROSTATIC HYPERTROPHY 


RELIEVES PROSTATIC SYMPTONS 
PROSTALL relieved nocturia in 95% 
of cases, urgency in 81%, frequency in 
73%, discomfort in 71%, and delayed 
micturition in 70%. Benefits improved 
by continued use. 





CONTROLS PROSTATIC HYPERTROPHY 
PROSTALL 
prostate in 92% of cases, to normal 
size in 33%, as determined by rectal 
palpation. 


reduced the enlarged 














CONTROLLED CLINICAL INVESTIGATION 


As reported in the March 1958 issue of The Journal 
of The Maine Medical Association and in the February 
1959 issue of Southwestern Medicine, a controlled clin- 
ical investigation of PROSTALL Capsules showed 
effective results as indicated. Reprints on request. 





DOSAGE: 2 capsules t.id. after 
meals for 2 weeks, then 1 cap- 
sule t.i.d. for 2 months or longer. 
AVAILABILITY: In bottles of 100 
and 250 capsules. At all drug- 
stores. If your druggist is out of 
stock, he can order Prostall from 
his wholesaler. 





METABOLIC PRODUCTS CORP. - 37 HURLEY STREET, CAMBRIDGE, MASS. 

















Now arthritic flare-ups 
can be controlled 


with much lower steroid dosages 





With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 





Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicyl- 
ates to keep comfortable and active. 

Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 


amount of steroid needed to control in- 
flammation! can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A.B.; The Use of Carisoprodol (SOMA) in Ortho- 
pedic Surgery and Rehabilitation, Miller, James G., ed., 
Wayne State University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) 


SONMACOI TT" 





Wailace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace, with prednisolone) 





















DOSAGE: 2 tablets chewed or swallowed 
q. 2 to 3 h. PRN and on retiring. 


1. Kirstner, J. B.: J.A.M.A. 166:1727, 1958. 
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nodes in the supraclavicular or internal 
mammary areas or at the apex of the axilla, 
solid fixation of the tumor to the thoracic 
wall, and edema of the arm. When radical 
excision is inapplicable, simple mastectomy 
may be employed to remove apparently op- 
erable cancer; however, axillary metastases 
may be expected at the rate of approximate- 
ly 40 per cent. 

When the disease is beyond control by 
excisional therapy, altering the hormonal 
balance may produce remissions. In patients 
less than 60 years old, removal of estrogens 
tends to retard mammary cancer growth, 
while in patients past 70, the introduction 
of estrogens may provide retardation. 

In women ten or more years past the 
menopause, a smear of vaginal epithelium 


showing absence of estrogenic effect is sufh- 





TABLETS 


give immediate relief from 


patients welcome the pleasant way 


GUSTALAC 






cient basis for treatment with stilbestrol. 
The stilbestrol-stimulation test, as outlined 
by Jessiman and Moore, is employed when 
the state of ovarian function is less certain. 
Determination is made by limiting the daily 
diet of calcium to 200 mg. or less, and by 
then observing the urine and serum calcium 
before and after administration of 10 mg. of 
stilbestrol daily. A rise in serum calcium, a 
rise in daily calcium excretion of more than 
50 per cent above the control value, an in- 
crease in pain, fever, malaise, or aggravation 
of the local tumor—all are indicative of es- 
trogen dependence of the tumor. Oophorec- 
tomy is then indicated to remove the main 
source of estrogen. 

Stilbestrol treatment generally starts with 
5 mg. by mouth three times a day; if no 
drug intolerance is evident, this is increased 
gradually to 15 mg. daily. Beneficial effects 
may not appear for two or three months. 
Treatment continues so long as a favorable 


(Continued on page 82A) 





antacid efficacy of GUSTALAC 
compared to other leading antacids 
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HYPERACIDITY 
Heartburn of Pregnancy 


Each dose eases pain, ‘“‘burning’’ and eructation for 
2% hours — two tablets are equal in buffering value 
to 10 oz. of milk. Does not cause acid rebound, con- 
stipation or systemic alkalosis. 





PLEASANT TASTING GUSTALAC tablets each provide: 
the ‘‘most potent antacid,’’! superfine calcium car- 
bonate (300 mg.), buffer-enhanced by a special high 
protein defatted milk powder (200 mg.). 
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PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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AT ANY AGE 


& 
SAFE 
APPROACH 


IN THE —' OF PSORIASIS 
RIASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 
RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


SNIEPD Laboratories — vep.r03 





12850 MANSFIELD 


DETROIT 27, MICHIGAN 
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a very superior brandy... 
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COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 
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response is maintained. The drug is with- 
held during every fourth or fifth week to 
avoid continued stimulation of the endome- 
trium with consequent hyperplasia and vag- 
inal bleeding. Vaginal bleeding, except fol- 
lowing withdrawal of the drug, must be in- 
vestigated. For patients with carcinoma of 
the breast metastatic to bone, the stilbestrol- 
stimulation test and treatment may prove 
hazardous by accelerating growth of the 
tumor in the bone, and by causing mobiliza- 
tion of calcium with consequent hypercal- 
cemia, hypercalciuria, and renal failure. 

When the ovaries are nonfunctional or the 
patient has shown a good response to oopho- 
rectomy, removing the adrenal glands or 
suppressing adrenal activity with cortisone 
is often beneficial. Treatment usually con- 
sists of 100 mg. of cortisone daily or 30 mg. 
of prednisone daily. 

Androgenic hormones are approximately 
as effective as castration in treating breast 
cancer. Doses of 50 mg. of testosterone are 
given intramuscularly three times a week 
until a total of 3,000 to 5,000 mg. is reached; 
thereafter, weekly doses sufficient to main- 
tain masculinization are given. 


Surgery of the Common Bile Duct— 

Stone and Stricture 

G. A. HALLENBECK. Missouri Med. 57: 1001-1005, 
1960. 

Adequate exposure, meticulous dissection, 
and identification of structures are needed 
during cholecystectomy to prevent injuries 
leading to stricture of the common bile 
duct. Unless common bile duct injuries are 
recognized and repaired at once, the result 
is fibrous stricture with chronic obstructive 
jaundice, cholangitis, hepatolithiasis, and 
progressive liver damage. 

Some strictures occur when the common 
duct is clamped in an attempt to control 
bleeding that obscures the operative field or 
when the biliary tract is poorly exposed 
because of obesity. However, with surprising 


(Continued on page 85A) 
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Another publication of — 
LANCET PUBLICATIONS, Inc. 
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NEUROLOGY * GERIATRICS + 
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A NEW INTERNATIONAL 
PUBLICATION 


Neurology 


Official Organ of the World Federation of Neurology 
Published Monthly 


PURPOSE 


To aid the World Federation of Neurology 
in serving the 50 neurologic societies in 
many nations in advancement of the neu- 
rologic sciences. 


EDITORIAL CONTENT 


Publication of research and clinical studies 
embracing all areas of neurology. Articles 
appear in four languages: English, French, 
German and Spanish. 


Stimulation and exchange of international 
basic neurologic research programs. 


Publication of news and promotion of 
a closer professional and personal asso- 
ciation of scientists and practitioners in 
the field. 


WORLD NEUROLOGY is a vital international 
medium of communication—interesting, in- 
formative, and helpful, circulating among 
physicians and scientists of 89 nations. 


i} 
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WORLD NEUROLOGY 
84 So. 10th. St., Minneapolis 3, Minn. (U.S.A.) 
Enter my name as a subscriber to WORLD NEUROLOGY at $15.00 per year 
(U.S.A. Currency) 
(] Check enclosed [] Bill me 
NAME 
ADDRESS _— aoe - 
2 aa en nm CB RY 
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co-ordinates antispasmodic/sedative action 
for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gas- 
tro-intestinal spasm...co-ordination of the reliable antispasmodic and 
antisecretory activity of Ext. belladonna 15 mg. and the intermediate 
sedative action of BUTISOL SODIUM?” butabarbital sodium 15 mg. 
2 2 ks ”? Since these two 
«) Cy) components have essentially the same duration of 
~ S= action, BUTIBEL makes possible an even, time-matched 
therapeutic continuity for balanced control of both tension and 
spasm, without the “‘cumulative drag’’ so many patients experience 
with phenobarbital. 





[ Mc NE IL) McNEIL LABORATORIES, INC., Fort Washington, Po. 
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frequency, the duct is injured in operation 
on small, slender women. In these patients, 
traction on the gallbladder pulls the com- 
mon duct forward so that it is mistaken for 
the cystic duct. 

To prevent stricture, the following re- 
for cholecystectomy must be 





quirements 
met. 

1. The surgeon must be able to cope with 
any problems that may arise. 

2. Proper operating conditions are essen- 
tial, including good anesthesia, good light- 
ing, an incision large enough for exposure, 
and assistants capable of maintaining expo- 
sure. 

3. The cystic duct must never be clamped 
until the common duct is identified above 
and below the point at which the cystic 
duct enters it. Traction is applied to the 
common duct as tension on the cystic duct 
is relaxed and the latter tied, in order to 
prevent including a portion of the common 
duct in the ligature. 

4. Hemorrhage is controlled by digital 
compression on the hepatic artery and_por- 
tal vein. If necessary, suction is used to clean 
the operative field. ‘The bleeding vessel is 
then exposed and clamped. 

5. If inflammation obscures the common 
bile duct, cholecystostomy may be the safest 
procedure. 

6. Extra care should be taken to identify 
structures in thin patients. 

7. If the common duct is injured, best re- 
sults are obtained by immediate end-to-end 
reconstruction of the duct over a T tube, 
the long limb of the tube leaving the duct 
through an opening separate from the anas- 
tomosis. 


Therapeutic Use of Radioactive lodine 
in Heart Disease 


E. F. BEARD, A. E. LEISER, M. P. KELSEY, J. MDALEL, 
and R. ROSE. Texas J. Med. 56: 670-674, 1960. 


When a decrease in thyroid function is in- 
dicated in cardiac cases, radioactive iodine 
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therapy is a certain, usually permanent, and 
reasonably prompt method. The therapy is 
free from surgical risks, is effective in both 
hyperthyroid and euthyroid patients, and 
more or less permanently alters the circula- 
tion. 

Radioiodine therapy often greatly benefits 
patients with simultaneous hyperthyroidism 
and cardiac disease (thyrocardiacs) . Usually 
thyrotoxicosis aggravates concomitant heart 
disease, but in some cases significant cardiac 
disability appears to be solely a manifesta- 
tion of the toxic thyroid and cure of the 
toxicity results in normal cardiac status. A 
careful check for masked hyperthyroidism is 
advisable in all patients with advanced car- 
diac disease. 

In selected euthyroid patients with intrac- 
table angina and/or congestive heart failure, 
radioiodine can be used to produce thera- 
peutic hypometabolism, thereby reducing 
systemic circulatory requirements to within 
the limit of a diminished cardiac reserve. 
The method is relatively safe if (1) radio- 
active iodine (I) is given in small divided 
doses, (2) posttreatment clinical myxedema 
(3) posttreatment thyroid 
therapy is carefully regulated. Radioiodine 


is avoided, and 


does not prolong life but has a place in the 
over-all therapeutic regimen. Patients with 
arteriosclerosis and coronary disease proba- 
bly should receive anticoagulant therapy 
routinely after treatment. 

In certain euthyroid patients with un- 
manageable arrhythmias of supraventricular 
origin, I'-induced hypometabolism may 
make the condition manageable. It should 
be used only as a last resort, however, since 
myxedema or near-myxedema usually is the 
price to be paid. 

Of 306 hyperthyroid patients, 78 had evi- 
dence of heart disability; in 33 patients, this 
disability was apparently the sole result of 
thyrotoxicosis. Radioiodine significantly im- 
proved all but 7 patients with any degree 
of heart failure. 

Of a group of 40 additional euthyroid 
cardiac patients with intractable congestive 
failure and/or angina, 35 improved. In all 
of 3 euthyroid patients with intractable 
arrhythmia of supraventricular origin, ar- 
rhythmia could be prevented after thera- 
peutic hypometabolism was induced. 





















in allergic and inflammatory dermatoses 


Aristocort 


Triamcinolone LEDERLE 
UNSURPASSED “GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “SPECIAL-PURPOSE”’ THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and relative 
safety in inflammatory and allergic dermatoses. 

But ARISTOCORT has also opened up new areas of therapy for selected patients who could 
otherwise not be given corticosteroids. 


for example: 





SPECIAL PROBLEM: EDEMA DUE TO SODIUM AND WATER RETENTION 
In patients with edema induced by the earlier corticosteroids or from other causes, diuresis 
and sodium loss often occurs with triamcinolone. (Fernandez-Herlihy, L.: M. Clin. North 
America 44:509 [Mar.] 1960.) 


SPECIAL PROBLEM: APPETITE STIMULATION AND WEIGHT GAIN 

In contrast to the heightened craving for food sometimes seen with other corticosteroid 
compounds, appetite was unaffected by triamcinolone. (Cahn, M. M., and Levy, E. J.: 
Am. Pract. & Digest Treat. 10:993 [June] 1959.) 


SPECIAL PROBLEM: HYPERTENSION 

When ARISTOCORT was given to patients with dermatologic disorders for long periods, 
there were no significant changes in blood pressure. (Kanof, N. B.; Blau, S.; Fleischmajer, 
R., and Meister, B.: A.M.A. Arch. Dermat. 79:631 [June] 1959.) 











SPECIAL PROBLEM: PSYCHIC STIMULATION AND INSOMNIA 

Ideally, corticosteroid therapy ought not to add to the psychic component in dermatologic 
disorders, nor induce insomnia which will intensify the patient’s itching and irritation. 
ARISTOCORT Triamcinolone has been singled out for its remarkably low incidence of psychic 
irritation and insomnia. (McGavack, T. H.: Nebraska M.J. 44:377 [Aug.] 1959; Freyberg, 
R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheumatism 1:215 [June] 1958.) 


SPECIAL PROBLEM: SEVERE CARDIAC DISEASE 

Elderly patients with pulmonary emphysema due to impending heart failure who required 
corticosteroid therapy showed that triamcinolone could be employed with benefit and 
relative safety. (McGavack, T. H.; Kao, K. Y. T.; Leake, D. A.; Bauer, H. G., and Berger, 
H. E.: Am. J. M. Se. 236:720 [Dec.] 1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids may be induced. 
These include Cushingoid manifestations and muscle weakness. However, sodium and potassium 
retention, edema, weight gain, psychic aberration and hypertension are exceedingly rare. In the 
treatment of allergic and inflammatory dermatoses, dosage should be individualized and kept at the 
lowest level needed to control symptoms. Dosage should not exceed 36 mg. daily without potassium 
supplementation. Drug should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets — 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 

Also available — syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindications 
from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear] River, N.Y. 





In 1961, you, the nation’s physicians, will diagnose 

an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 

each year more than two thirds of such patients 

die of the disease. Thousands are lost needlessly. 

They could be saved by proper medical treatment of the disease, 
found by annual examination, in its presymptomatic 

and most curable stage. The regular health checkup 

and alertness to first symptoms are great life-savers. 

To help bring such patients to you in time, 
the American Cancer Society has developed 
a forceful, comprehensive public education 
program on cancer of the colon and rectum. 
The Society’s newest film, Life Story 
dramatizes for the public the importance 

of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 
HEALTH CHECKUP. 


In this, as in the preparation of all 
of its life-saving educational materials, 
the Society is aided by the best medical 

and lay experts available. 

The physician and the layman 
in the American Cancer Society 
are truly partners for life. 
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Proven 


in Over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
«= dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 








Also supplied in sustained-release capsules... 


Meprospan’ r 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 





and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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Future Meetings and Courses 

The eighteenth the 
American Geriatrics Society will be held at 
the Waldorf-Astoria Hotel in New York 
City, June 22 to 24. The scientific sessions 
will be Thursday and Friday, June 22 and 
23. Room reservations should be made di- 
rectly with Mr. A. 


annual meeting of 


Pastore, Waldorf-Astoria 
Hotel. Registration is without charge. 


A Training Institute on Administration of 
Medical Care for the Needy will be held 
June 10 to 21 in Ann Arbor, Michigan. 
Presented by the University of Michigan 
schools of Public Health and Social Work in 
cooperation with the U. S. Public Health 
Public Welfare Associa- 
tion, and Bureau of Public Assistance, the 
Institute will bring together state and local 


Service, American 


public health and welfare administrators, 


both medical and nonmedical, to discuss 
medical care programs for the needy in 
terms of planning, administration and eval- 
uation, relationships to community health 
services as a whole, and health-welfare de- 


partment cooperation. Lectures, seminars, 
and group discussions will be conducted by 
University faculty members and guest au- 
thorities. For further information write the 
Continued 
Public Health, University of Michigan, Ann 
\rbor. 


Director, Education, School of 


The 
University Extension will hold a Summer 
Social Work Institute on Aging, June 18 
through 23. Conducted by the University 


University of Illinois Division of 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


School of Social Work, the Institute will be 
held at Allerton House, Robert Allerton 
Park, Monticello, Illinois. Among the lead- 
ers will be Jay L. Roney, director of the 
American Public Welfare Association Proj- 
ect on Aging, and Mary A. Young, execu- 
tive director of the senior centers of met- 
ropolitan Chicago. 


The International Association of Geron- 
tology European Research Committee for 
Clinical Medicine will hold its third meet- 
ing at The Hague, The Netherlands, Sep- 
tember 13 to 16, and will include the follow- 
ing themes: “Age and Mental Abnormali- 
ty,” “Age and Cancer,” and “Age Disturb- 
ances of Haematopoiesis.” A symposium on 
“Problems of Old Age” will be held on the 
last day of the meeting. 

Presiding at the meeting will be Professor 
L. van der Horst (Psychiatrische en Neuro- 
logische Klinick, Wilhelmina Gasthuis, Pa- 
viljoen III, Amsterdam) . Secretaries will be 
Mr. A. J. S. Douma, Dr. J. Th. R. Schreuder 
(Zonnestraal, Algemeen Ziekenhuis met Sana- 
Afdelin, Hil- 
versum, The Netherlands), and Dr. R. J. 
van Zonneveld (Zilverschoonstrasse 14, ‘The 
Hague). 


torium Loosdrechtse Bos 7, 


The sixth international congress of the In- 
ternational Association of Gerontology will 
be held in the Scandinavian countries in 
1964; its president is Dr. Torben Geill 
(De Gamles By, Copenhagen, Denmark). 


The New York School of Social Work, 2 
East 91st Street, New York City, will hold 
2 two-week institutes in gerontology, to run 
from June 19 through 30. Classes are sched- 
uled for two hours daily, Monday through 
Friday. The institute on the subject, ‘“Com- 

(Continued on page 94A) 
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rebuilds stroma 





builds vital protein tissues — 
increased size and strength 


combats demineralization, 
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a course of 
Anabolic Therapy... 







improves mood 
and outlook, 
physiologically 







. 
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(nandrolone phenpropionate injection, Organon) 


the safest and most potent sustained anabolic therapy 


1. virtually free of virilizing effects 
2. sustained over 7-14 days 


3. under your direct control 
4. no adverse effect on liver function 


to improve mood and outlook; restore appetite, strength and 
vitality; relieve pain; stimulate gain in solid muscular weight; 
hasten recovery. Your patient feels better because he is better. 


Indications: anorexia, chronic fatigue and 
post-viral debility, osteoporosis, mammary 
cancer, pre- and post-surgery, severe burns 
and trauma, and other catabolic conditions. 


Supplied: DURABOLIN (25 mg. nandrolone 
phenpropionate/cc.) in 5-cc. vials and 1-cc. 
ampuls (box of 3). New Durabolin-50 


(50 mg. nandrolone phenpropionate/cc.) in 
2-cc. vials. 


Dosage: Adults: 50 mg., i.m.; then 25 to 50 
mg., i.m., weekly for twelve weeks. Children: 
2-13 years—25 mg., i.m., every 2 to 4 weeks. 
Infants: half children’s ‘dose. 

1. Osol, A. and Farrar, G. E., Jr.: The Dispensatory of 
the U.S.A., ed. 25, J. B. Lippincott, Phila., 1955,'p. 1392. 
2. Best. C. H. and Taylor, N. B.: The Physiologic Basis 


of Medical Practice, ed. 7, The Williams and Wilkins 
Co., Balt., 1961, p. 1104. 


E@renoy Organon Inc., W. Orange, N. J. 














How to help your patient stick to a 


bland diet 


‘The secret ingredient in a successful diet is acceptance. 





How much easier it is- for the patient to stay with a 
bland diet if it includes dishes like these that please the 
eye as well as the palate. Pictured: tender broiled meat 
A glass of beer 
can add zest 
toa 
patient's diet. 


patties made with crushed corn flakes and water, flavored 
with salt and thyme, tender peas and carrots mixed, and 
buttered baked potato. For color there's molded gelatin 


salad and a pretty-as-a-picture dessert: lime gelatin a 
) ax 








whipped with applesauce and topped with custard sauce. (Average of American Beers) 


Diet patients welcome appetizing dishes like these. 


United States Brewers Association, Inc. 
For reprints of this and 11 other diet menus, 
write us at 535 Fifth Avenue, N. Y.17,N. Y. 





MORRIS PLAINS 
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rational aspect 
of civilized living... 
beverage alcohol. 


by ® 
ay 
a celebrated example 
of the French Art. 










IMPORTED FROM FRANCE 


OWARID 


COGNAC BRANDY 





The Only Cognac Made and Bottled at The Chateau de 
Cognac. IMPORTED OTARD COGNAC. V.S.O.P.,80 PROOF 
3 STAR, 84PROOF e SCHENLEY IMPORT CO., NEW YORK 





TWHLCLLO LEY 
TRACT INFECTIONS 


Soothes ...Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non-toxic, does not 
produce drug-fastness, provides simple dosage, and is eco- 
nomical for long term therapy. 

Urolitia rapidly controls E. coli, S. albus, and S. aureus 
infection. Its soothing action is due to the prompt release 
of Triticum and Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom per- 
manent sterilization of the urine cannot be expected. 
CONTAINS NO DYES 
Urolitia—each tablespoonful contains: 
PUPDNIIND, 5.5 0 o 695 5.4 ind d.s00d606e0esnnesvevnnssassenees® 
Lithium Benzoate 
Sodium Benzoate 
In a soothing, demulcent menstruum of Triticum and Zea. 
Dose: 1 Tbs. in % cup warm water ¥% hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 








Chicago 12, Illinois 
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munity Planning and Action for Older Peo- 
ple,” will be under the direction of Pro- 
fessor Simon Slavin; the other, on ‘“Individ- 
ual and Group Services for the Aged,” will 
be directed by Professor Dorothy Sumner 
and Professor Murray Ortof. 


The American Physical Therapy Associa- 
tion’s thirty-eighth annual conference will 
take place July 2 to 7 at the Palmer House, 
Chicago. 


The Canadian Association of Physical 
Medicine and Rehabilitation will hold its 
ninth annual meeting August 24 to 26 at 
the Bessborough Hotel, Saskatoon, Saskatch- 
ewan. Scientific sessions will be ‘Thursday 
and Friday, August 24 and 25, in the audi- 
torium of the University Hospital. For fur- 
ther Office of the 
Secretary, Canadian Association of Physical 
Medicine and Rehabilitation, 6265 Hudson 
Road, Montreal 26, Quebec. 


information write the 


The National Rehabilitation Association’s 
annual conference will be October 2 to 4 
at the Whitcomb Hotel, San Francisco, Cali- 
fornia. 


The American Psychiatric Association 
Mental Hospital Institutes will be held Oc- 
tober 16 through 19 at the Hotel Sheraton- 
Fontenelle in Omaha, Nebraska. 


The National Biennial Round Table Con- 
ference of the American Public Welfare As- 
sociation will be held November 29 to De- 
cember 2 in Chicago. Sessions on gerontol- 
ogy and geriatrics are scheduled. 


British Industry and the Aging Worker 

Early retirement will increasingly be the lot 
of most manual workers, according to a re- 
port by the Nuffield Foundation, Cowley, 
Oxford, England. ‘The report was based on 


| studies in 8 highly mechanized plants em- 


ploying more than 52,000 men. For many 
years government officials and _ physicians 


(Continued on page 96A) 
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135 tiny 


smoother 
steroid 


In the relatively 
acid medium of 
the fasting 
stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 
hours at pH 1.2. 
However, in the 
environment of 
the duodenum 
(approaching a 
PH of 7.5), from 
90 to 100% of 
the Medrol is 
released over a 
period of 4 hours. 








tTrademark 





therapy... 


Slow 
Release 


Slow 
Absorption 


Sustained 
Action 


*Trademark, Reg. U.S. Pat. Off. 








pH 3.4 


pH 7.5 











in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,’”* Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients.’* The 
author also found that “there is -a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
ROMER ces 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol’ | 
Medules 


Each capsule contains: Medrol 
(methylprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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The Upjohn Company 
Kalamazoo, Michigan 
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LOMO fr 
Support Wearers 


When Freeman is prescribed the doctor 
knows that the luxurious Velveteen 
lining and the plush-cushioning over 
stays will relieve epidermal irritation— 
an especially important benefit for the 
elderly. And he knows too, that full 
therapeutic values will fill his prescrip- 
tion with the utmost satisfaction to 
himself and his patient. A// Freeman 
supports are scientifically designed 
with the highest quality materials and 
craftsmanship. 


Model 422 
Sacro-Lumbar 
Support for Men 


Model 423 
for Women 


Prescribe Freeman 
with Confidence 


freeman 


Department 556, Sturgis, Michigan 
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have advised older persons to continue 
working, but in industrial plants at least, 
there seems to be no place for the aging 
worker. No longer able to keep up the pace 
on the assembly line, and with but little 
light employment available, he must get out. 
Many must retire and then spend twelve 
years or more retired life. Most such 
men will be in good health but will simply 
have grown too old for the job. 


in 


Home Care for Elderly Psychotic Patients 
In the hope that state mental institutions 
can reduce their increasing admission rates, 
the Home Care Service of Boston State Hos- 
pital has effectively provided adequate home 
treatment for 50 per cent of referred acute 
psychotic cases. Grants totaling $489,323 
have been provided by the U.S. Depart- 
ment of Health, Education, and Welfare for 
research to provide alternative hospitaliza- 
tion for persons with psychiatric disturb- 
ances and for patients over the age of 60. 

The geriatric research team, sponsored 
by a grant of $61,768, has studied the ad- 
mission records of patients 60 years and 
older at Boston State Hospital and con- 
ducted interviews of 75 patients admitted to 
the hospital, their families, friends, and as- 
sociates, to get as complete a picture as pos- 
sible of the needs of older people. The 
data gathered, when interpreted, helped to 
establish the community resources needed 
to allow these people to remain in their 
home communities instead of being confined 
in mental institutions. 

e . 

New Film 
A new motion picture, “Before the Day,” 
explains what happened before the day so- 
cial security started and what happens be- 
fore the day a beneficiary’s social security 
check arrives. Prints of the film, which is in 
black and white and which runs for 2814 
minutes, are available without cost in both 
16- and 35-mm. size through local offices of 


| the Social Security Administration. 
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nutritional 


MAZOLA 


S. Pat. No. 2,955,039 


Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 


times as much as butter. It contains no dairy or animal 


fats, no coconut oil, and no cholesterol. 


Mazora Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MAzoLa Margarine — 
liquid Mazoia Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


> 


Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


BEST FOODS : Division of Corn Products Co.. NEW YORK 22, N.Y. 
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MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


ei is 


— 





The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 








Linoleic acid 12 Gm. 
Oleic acid 23 Gm, 
Saturated fatty acids 8 Gm. 


Plant sterols (sitosterols) «215 mg. 
INARUIE)  TODODTIOT ONG: jiiciccceseccseseressveseseocestassenentse 30 mg. 
Vitamin A ...1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Y% Ib. sticks). 























C0 Gk NI] N. all forms of parkinsonis 


Benztropine Methanesulfonate 


‘Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends 
‘Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facia 
It has the ability to control severe tremor and may control sialorrhea better than atropine.” Severe rigidit) 
contractures, and frozen states also respond to CocENTIN.2 Its prolonged action permits 24-hour controlé 
symptoms with one bedtime dose.* 





Before prescribing or administering CoGeNTIN, the physician should consult the detailed information on use panying the package or available on requ 


Supplied: Tablets CoceNTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CoGENTIN, 1 mg. per cc., ampuls of 2 cc., boxes off 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. _27:602, 1960. 3. A. M. A. Council on Dre 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


M s) =) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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In pharmacologic studies 
at Pasteur Institute and 
McGill University, the 
vasodilator activity of 
trolnitrate phosphate 
(METAMINE) was found to 
be equal or superior to 
that of nitroglycerin, and 
of much longer duration.” 


In coronary insufficiency, 
one MeTAMINE SusTAINED 
tablet q. 12 h. markedly 
reduces the number and 
severity of anginal attacks 
and increases exercise 
tolerance, with virtual 
freedom from nitrate 
side effects and less 
danger of a forgotten 
dose.“ Bottles of 50 and 
500 tablets. 


Shot. Leeming ¢ Cone 
New York 17, N. Y. 


1. Bovet, D., and Nitti-Bovet, F.; Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.1., and Lu, 
F.C.: Canad. MAJ. 65:11, 1951. 3. 
Fuller, H.L. and Kassel, L.E.: Antibiotic 
Med. & Clin. Therapy 3:322, 1956. 4. 
Eisfelder, H.W. et al.: J. Am. Geriatrics 
Soc. 8:62, 1960. 


1 tablet all day 





1 tablet all night 
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“Alvodine....... 


trademark 
Brand of piminodine ethanesulfonate 


Analgesic potency as great as morphine 
without drowsiness or hypnosis * 





Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. . 


Preferred agent tor specific sttuations 


Alvodine is especially well suited for postoperative analgesia he- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 


Dosage: Orally, from 25 to 50 
mg. every four to six hours 

as required. By subcutaneous or 
intramuscular injection, 

from 10 to 20 mg. every four 
hours as required. 


How Supplied: Alvodine tablets, 
50 mg., scored. Alvodine ampuls, 
1 cc., containing 20 mg. per cc. 
Narcotic Blank Required. 


(iathoop LABORATORIES 
New York 18, N.Y. 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions, 


*In more than 90% of patients. 
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@ TWO SPECIFIC ACTIONS @ FEWER SIDE REACTIONS New Tigacol facilitates the symptomatic control ( 
vertigo. It relieves the varied symptoms of vertigo whether due to labyrinthitis, Meniere's syndrome, impaire 
cerebral circulation or of nonspecific origin. Tigacol offers you the clinically proven advantages of a well-tolerate 
peripheral vasodilator and a new specific antiemetic. Roniacol promptly relieves vertigo by directly relaxing th 
peripheral blood vessels without causing severe flushing or hypotension. Tigan controls nausea and vomiting } 
selective suppression of emetic impulses without drowsiness, tranquilization or adrenergic effects. 


AVAILABLE: Pink capsules, each providing 50 mg Roniacol in the form of the tartrate and 100 mg Tigan HCI, bottles of 50. USU 
ADULT DOSAGE: One or two capsules three times daily. NOTE: Side effects were virtually absent except for a few instances 
flushing and an occasional case of skin rash, which disappeared when medication was withdrawn. There are no known contrain( 
cations, but as with any new drug, patients should be observed periodically while on Tigacol therapy. 

RoniaAcoL® — brand of nicotiny! alcohol » Tigan® —4-(2-dimethylaminoethoxy)-N-(3,4,5-trimethoxybenzoyl)benzylamine 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc » Nutley 10, New Jersey 
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